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 This dissertation explores the intersections of medicine and religion through a rhetorical 
historiography of nineteenth century birth medicine in the United States. It asks: How did 
religious sensibilities motivate and shape rhetoric in response to human suffering in the field of 
midwifery/obstetrics? What religious images, metaphors, or tropes have shaped or percolated 
into medical rhetoric about birth? In terms of rhetorical change, what can be discovered by 
mapping the development of childbirth medicine alongside shifting religious views? Origin 
Stories addresses these questions by considering the particular ways Protestant rhetoric and 
values permeated the establishment of mainstream or “orthodox” birth medicine.  
 The first chapter situates this project within the subfield of rhetoric of health and 
medicine. Chapter Two argues that early nineteenth century American medical writers employed 
hermeneutical practices drawn from Christian natural theology to reconcile their religious and 
medical beliefs as well as to establish the legitimacy of birth medicine. Chapter Three shows that 
Protestant terministic screens shaped how mid-century medical practitioners interpreted the 
cause(s) of maternal suffering and the types of interventions they believed were appropriate 
during childbirth. Chapter Four formulates the concept of “theo-moral physiology” as a unique 
late-nineteenth century medical orientation that enabled physicians to define the problem of 
infant mortality as a social pathology and to invent the figure of the premature infant. The fifth 
chapter discusses the implications of this project for scholars in rhetoric and the medical/health 
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humanities. By bringing attention to the religious dimensions of medical rhetoric, Origin Stories 
reveals that the history of childbirth contains significant, but often overlooked, cooperation and 
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CHAPTER 1 – “SHE WILL BE SAVED THROUGH CHILDBEARING”1 
Introduction 
In the beginning, Deanna Fei wondered whether her premature baby was meant to 
survive. Fei gave birth to her daughter, Mila, at twenty-five weeks and three days gestation. In 
her memoir, Girl in Glass, Fei recounts the harrowing experience of Mila’s arrival and the 
months that followed. The tiny “person who should still be a fetus” was not yet ready for a world 
of light and air (Fei 26). However, sustained by a series of medical interventions and advanced 
technologies in the Neonatal Intensive Care Unit (NICU), Mila persisted.  
As one might expect, this narrative is shot through with medical-scientific rhetoric. Fei 
quickly developed NICU literacy and numeracy, and she was often asked to weigh the “odds” 
and make (seemingly impossible) calculated decisions. However, her narrative also reveals the 
importance of religious symbolic resources in medical contexts.  
As Fei grappled with her authority and responsibility for the start-of-life, she confronted 
conflicting notions of providence and choice. For instance, Fei describes how other soon-to-be 
and recent mothers defined natural birth as the “exalted end” (75). Fei surmised, “a woman’s 
level of pain tolerance or her ability to deliver without medical intervention was a statement of 
her strength, her politics, her very love for her child” (75). In this framing, to forgo medical 
interventions and submit to nature is regarded as the highest moral good, a “heroic” choice (Fei 
91). Although Fei distances herself from such fetishization of the natural, she struggles to reckon 
with the role of techno-medicine in Mila’s life. She writes, “In my daughter’s case, a series of 
                                               
1 1 Timothy 2:15 NRSV 
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medical interventions rescued her from my body. But what if her continued survival is the most 
unnatural part?” (Fei 80). Although Fei is not a self-described religious person, her reflection on 
“nature” harkens back to nineteenth century theological debates on predestination and a notion of 
the organic world as divinely ordered.  
In addition to debating the value of nature and the significance of “artificial” 
interventions, Fei’s memoir suggest that creation is a holy process. After taking Mila home, Fei 
embraces the idea that her daughter is “a miracle in the way that any child taking her first steps is 
a miracle. And yes, she deserves a little extra credit. Some recognition of her strength, not only 
her suffering; of her determination, not only her damage” (274). Fei suggests that all children are 
miracles, because the creation of new life is supernatural, something so divinely natural that it 
exceeds human understanding of “nature.” Throughout her memoir, Fei reconfigures the 
meaning of “artificial,” “natural,” and “supernatural,” developing a view of medicine that is both 
worldly and spiritual.  
Some readers might be surprised by the percolation of religious rhetoric in biomedical 
contexts and narratives. However, there is a long history of American rhetors (including patients 
and healthcare providers) drawing from both scientific and religious rhetorical repertoires, 
especially when talking about procreation and the origins of new life. For example, rhetorician 
Robin Jensen explains that “infertility,” as a metaphor for involuntary childlessness, developed 
in the late nineteenth century out of “an alliance between scientific empiricism and religious 
revelation [which] was brokered under the supposition that the inorganic machinery of science 
can reveal truths hidden in the natural, organic world and that scientific methods can be, in this 
way, aligned with the divinely inspired certainties of nature” (Infertility 35). In this dissertation, I 
delve into the rhetorical history of birth medicine in order to illustrate more fully these 
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“alliances” between scientific and religious rhetoric. In part, this dissertation will show how 
nineteenth century medical rhetors drew on religious rhetorical resources to understand and 
formulate a response to difficult births, precarious newborns, and maternal as well as infant 
mortality. More broadly, I show how liberal Protestant beliefs and norms became naturalized 
within the dominant, “orthodox” medical understanding of childbirth through the persistent 
uptake and rehearsal of religious rhetoric. 
Reproduction and Rhetoric of Health and Medicine 
Many scholars in the subfield of rhetoric of health and medicine (RHM) have 
investigated texts and issues related to childbirth, including Robin Jensen (mentioned above), 
Nathan Stormer, Amy Koerber, Marika Seigel, and Mary Lay Schuster. In Articulating Life's 
Memory, Stormer investigates how nineteenth century writers characterized abortion as a type of 
“cultural amnesia” and how medical practices functioned rhetorically to “remind” women of 
their biological instinct and social duty. Koerber, in Breast or Bottle, conducts a rhetorical 
history of infant feeding discourse and illuminates how beliefs and practices have shifted over 
the years. Through rhetorical-cultural analysis of pregnancy manuals, Seigal argues, in The 
Rhetoric of Pregnancy, that manuals provide pregnant women with only functional access to the 
medical-technological system and that these manuals characterize women’s bodies as risky, the 
site of system errors, urging women to self-discipline and comply with medical professionals. In 
The Rhetoric of Midwifery, Schuster examines the nature of professional discourse and the role 
of genres in the debate about direct-entry midwifery that took place in Minnesota in the 1990s, 
paying close attention to the ways gender is shaped or obscured through professional discourse. 
In another project (“A Different Place to Birth”), Schuster investigates a free-standing birth 
clinic, Baby Haven, in order to demonstrate how the clinic materializes resistance or 
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counterdiscourse to the hegemony of biomedicine. As these examples demonstrate, RHM has 
covered extensive ground in illuminating how rhetors make sense of reproduction and persuade 
others to adopt or reject certain perspectives and practices. 
Looking across this body of scholarship, it is clear that most RHM researchers use 
science as their orienting discourse. While some scholars attend to “alternative” discourses (e.g., 
Schuster), there is a tendency to treat religious discursive systems as tangential to health and 
medicine. Works that delve into the history of medicine mention the influence of religious 
sensibilities, but often make an implicit argument for secularization over the course of the 
nineteenth and twentieth centuries. For example, Jensen claims that pre-nineteenth century 
religious explanations of human procreation, which typically relied on “fruit- and soil-oriented 
metaphors,” were replaced by “metaphors related to machinery” (Infertility 24, 28). She claims 
that twentieth-century rhetors harnessed the persuasive power of both explanations by blending 
them, drawing together the moral dictates of religion and the pragmatic virtues of industry to 
make “infertility” the dominant metaphor for involuntary childlessness in modern medicine 
(Infertility 36-37). However, in tracing this process, Jensen collapses religion and morality, as if 
the latter is the only surviving vestige of the former in twentieth century medical discourse, and 
renders “infertility” a secular metaphor.     
By ignoring or downplaying religion, RHM scholars are likely to perpetuate the notion 
that medical science is or ought to be separated from religious beliefs and traditions. Yet such 
compartmentalization is impossible to achieve. In fact, religious beliefs are often essential to the 
way physicians and patients interpret the body, health/illness, and childbirth. For example, 
historian Gary Ferngren argues that one fundamental aspect of the human condition is the desire 
to know “how to alleviate or learn to live with pain and suffering; […] and how to respond to the 
 5 
 
suffering of those around us,” and he contends that religion is an important source of answers for 
these questions, particularly when reason and logic are insufficient (13). Also, religion is central 
to the health of many populations and communities, as demonstrated in Religion as a Social 
Determinant of Public Health. In this collection, Ellen Idler explains that, “religious practices 
and institutions have both a direct impact on health through a variety of pathways and an indirect 
impact through their articulation with economic and political determinants” (xiii).  Thus, it is 
essential for RHM scholars to seriously consider how religion impacts medical/health discourses 
and practices.  
Aims and Research Questions 
 To redress the exclusion of religious rhetoric in RHM, this dissertation explores the 
interplay of religious and scientific rhetoric in the origin of birth medicine and the invention of 
the premature infant. Childbirth is a key site for considering the dynamic between religious and 
medical discourse because women and religion were often closely linked in nineteenth century 
thought. Here, I investigate the following questions: How did religious sensibilities motivate and 
shape rhetoric in response to human suffering in the field of midwifery/obstetrics? What 
religious images, metaphors, or tropes have shaped or percolated into medical rhetoric about 
birth? In terms of rhetorical change, what can be discovered by mapping the development of 
childbirth medicine alongside shifting religious views?   
My analysis problematizes the assumption that the historical process by which childbirth 
became medically-managed was inherently secular. Instead, I show how various medical writers 
over the nineteenth century drew on religious hermeneutics, terms, and orientations (more on 
these terms below) to create a familiar yet innovative medical rhetoric about procreation. In 
 6 
 
particular, religious rhetoric helped writers appeal to their audience and secure the role of 
medicine as a key aspect of social reform.  
Further, my approach bears in mind comparative literature scholar Carolyn A. Haynes’s 
claim that, “Religion, like gender and race, must be reconsidered as a historically specific 
organization of power, discourse, subjects, and emotions. Such an understanding is important 
because perhaps more than any other aspect of nineteenth century U.S. culture, Protestantism 
exerted a pervasive and consequential influence” (xvii). Thus, my project contextualizes the 
development of obstetric, pediatric, and neonatal medicine in relation to the specific practices, 
terms, and beliefs of nineteenth century American Protestantism. Ultimately, I argue that this 
discursive exchange inherited and naturalized liberal Protestant values into modern obstetric 
medicine. 
Rhetorical Historiographies and Ecologies  
This dissertation builds upon previous scholarly approaches to studying medical rhetoric, 
particularly historiographies of medicine that have followed Michel Foucault. Foucault argues 
that systems of thought and knowledge are governed by rules that are specific to historical 
moments and particular cultures (i.e., “epistemes”). To reveal how these rules shape the 
knowledge of a particular era, Foucault proposes employing an “archeological” or 
“genealogical” method to study the history of ideas. For example, in Birth of the Clinic, 
Foucault’s analysis focuses on a “chronological threshold” at the end of the eighteenth century 
when shifting political, economic, and social forces transformed understandings of science and 
the practice of medicine. Drawing on Foucault, in Scientists as Prophets, Lynda Walsh conducts 
a rhetorical genealogy of scientific ethos that highlights moments when scientific rhetors have 
borrowed significantly from religious prophetic ethos to influence the public. Stormer also 
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adopts a “genealogical sensibility” in his study of reproductive politics and abortion rhetoric 
(Sign 15). Through his analysis, Stormer reveals how “new rhetorical possibilities continually 
emerge as we struggle over and through discourse; what powers rhetoric may have are always 
changing and surfacing from within the struggles that discourses are used to affect” (Sign 16). 
Judy Segal offers a term for rhetorical approaches to history in Health and the Rhetoric of 
Medicine: “kairology.” Segal defines kairology as the “study of historical moments as rhetorical 
opportunities” (22-23). She clarifies how rhetorically-informed medical histories can uncover the 
ways persuasive techniques, narratives, tropes, etc. are related to changes in medicine. Building 
on Walsh, Stormer, and Segal, the kairology presented in this dissertation investigates how the 
power of modern, “orthodox” obstetric medicine emerged from the stage of forces that 
transformed childbirth through the combination of Protestantism and medical science over the 
nineteenth century. 
While this dissertation is organized fairly chronologically, it seeks to complicate the 
assumption that religious understandings of childbirth were linearly replaced by a wholly foreign 
“medicalized” view of childbirth. In its methodology, then, this dissertation draws inspiration 
from other projects that complicate notions of time and space by scholars such as Koerber, 
Jensen, and Jenny Edbauer. In From Hysteria to Hormones, Koerber adapts kairology by 
conceiving of “time as topological” (from Michel Serres) (1). She demonstrates that “underneath 
the smooth surface of a forward-moving, ever-progressing history of beliefs, there are 
undercurrents of backward movements and places were ideas stand still” (Koerber 2). Like 
Koerber, in Infertility, Jensen “works to convey a rhetorical history that repeatedly complicates 
the idea that the discursive past is made up of a diachronic succession of strategies, each 
superseding the other” (5). Further, Jensen takes up Edbauer’s concept of “rhetorical ecology” in 
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order to study how discourses percolate, circulate, repeat, and flow within and across discursive 
spheres. According to Edbauer, “One potential value of such a shifted focus [to rhetorical 
ecology] is the way we view counter-rhetorics, issues of cooptation, and strategies of rhetorical 
production and circulation” (20). Likewise, Jensen encourages rhetoric scholars to attend to the 
way “health-related ideas, assumptions, and arguments have been communicated by and in 
relationship with the technical sphere, public or mainstream audiences, counter-publics, and 
vernacular or lay constituencies” (“An Ecological Turn” 523). Taking an ecological approach, 
this dissertation traces the development of medical rhetoric alongside the evolution of American 
religion—particularly intellectual and social movements such as natural theology, Christian 
perfectionism, and “theo-moral physiology.” 
Building on this body of scholarship for my study of birth medicine, I have compiled a 
range of sources—including medical science articles, popular news articles, and educational 
materials from across the nineteenth century. My analysis of these texts considers how 
practitioners utilized Protestant symbolic resources to create medical knowledge, participate in 
ethical debates, and publicize complications related to childbirth. Through my study of medical 
archives, I show that the history of birth medicine is bound up with religious beliefs about the 
role and nature of women, the meaning of pain/suffering, as well as the status of newborns. By 
engaging in this type of analysis, my project complicates the distinction between religion and 
medicine as separate spheres, adding nuance to the RHM conversation about the development of 
birth medicine. 
Suspending the Secularization & Medicalization Theses 
While rethinking this religion-medical nexus, I want to be cognizant of the scholarly lens 
or “terministic screen” (as Burke would say) I am bringing to the project. The standard history of 
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medicine portrays the deep connection between religion and healing as bygone, a relic of 
antiquity best left to the superstitious, irrational past. In this narrative of supersedence, “the 
decline of superstitious religious attachments and the rise of medical authority are treated as 
historical inevitabilities necessary to the continuing improvement of the nation” (DeRewal 390). 
However, a number of religious studies scholars have challenged this narrative of secularization. 
These scholars reveal that the domains of religion and medical science have continued to 
interact, overlap, and sometimes even cooperate. Further, they point out that the secularization 
argument has been motivated by conflicts that include theological entanglements.2  
As medicine became institutionalized, it became a system of order and regulation. In 
debates about legitimate medical knowledge and practice, those who lost were relegated to being 
outliers, demonstratively labeled “quackery” or “superstition.” Religious studies scholars have 
noted that histories of medicine tend to focus more on these religious “opponents of scientific 
medicine than its allies” (Gloege 186). While many of these outliers were also religious eclectics 
or sectarians, it is presumptive to conclude that orthodox medicine supplanted religious 
conceptions of the body and healing. In fact, the form of medicine that became standard and 
institutional, the version that succeeded in gaining dominance, was not without its theological 
influences. In the nineteenth century, mainline American Protestantism endowed the nascent 
medical establishment with the power to categorize the human form and regulate the human 
experience. Thus, the form of medicine that scholars now call “biomedicine” is not areligious; 
rather, it is an extension of particular religious notions of order and regulation. Biomedicine 
carries in its core the theological beliefs and values of its proprietors—theological commitments 
which had to be legitimized and naturalized.  
                                               
2 For strong points of view on this issue, see DeRewal, Gloege, and Johnson.  
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Like the secularization thesis, there are limitations and conceptual pitfalls that accompany 
the medicalization thesis. Science, Technology, and Society (STS) scholar Ann Pollock explains 
that medicalization “can imply that there is some space essentially exterior to medicine that is 
being colonized and removed from other social spheres” (4). The medicalization thesis contends 
that childbirth was removed from the domestic sphere, characterized as female-centered and 
highly spiritual, and taken over by the medical sphere, characterized as male-centered and highly 
scientific. There is truth and value in this critique; however, I caution that—as a terministic 
screen—it obscures certain aspects of the complex history of childbirth and the evolution of 
religion in America. 
A primary aim of this dissertation, then, is to reveal that the history of childbirth contains 
significant, but often overlooked, cooperation and integration between religion and medicine. My 
analysis builds on work by religion scholar Pamela Klassen, who has argued that in the field of 
anthropology there is a kind of historical amnesia that has led to the “misrecognition of the 
continued legacy of Christian theological categories and modes of argument for anthropological 
theories of embodiment, ritual, healing, and even medicine” (xiii). Likewise, I am concerned 
with the misrecognition of the “legacy of Christian theological categories and modes of 
argument” for rhetoric of health and medicine. Exploring the role of Protestantism in shaping 
medical hermeneutics, terminologies, and orientations is one way of recovering this historical 
dynamic.  
Rather than thinking of childbirth as becoming “medicalized,” I am interested in charting 
how it became acceptable to medicate childbirth. Pollock defines “medicating” as “a verb that 
refers to actions taken in and about medicine as a field of social relations” (4). In addition to 
prescribing pharmaceuticals, Pollock explains that, “‘medicating’ refers to other linked actions 
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that medical practitioners engage in, including setting parameters around diagnostic categories, 
administering a range of diagnostic tests and treatments, conducting longitudinal studies, and 
writing clinical guidelines” (4). In the following chapters, I attend to the “linked actions” that 
fused religious ideas with medical theories and practices related to childbirth. 
Key Rhetorical Terms 
 Each chapter of this dissertation advances a particular critical tool for thinking about the 
interplay of religion and medicine—namely, hermeneutics, terministic screens, and orientations. 
These terms gesture to the breadth of rhetoric, ranging from explicit strategies of meaning-
making to the epistemological power of language to the pervasive influence of rhetorical 
repertoires.  
A hermeneutic is a method or theory of interpretation. The term is historically connected 
to religion, indicating a way of interpreting scripture. Theologian Anthony C. Thiselton explains, 
“whereas exegesis and interpretation denote the actual process of interpreting texts, 
hermeneutics also includes the second-order discipline of asking critically what exactly we are 
doing when we read, understand, or apply texts” (4, italics in original). Christian thinkers and 
communities have developed a variety of hermeneutical approaches to studying the Bible as well 
as other theological material (e.g., liberation hermeneutics). Thiselton states that hermeneutics 
are concerned with “responsible, valid, fruitful, or appropriate interpretation” (4). Thus, 
hermeneutics reflect particular ethical and epistemological commitments. However, in order to 
be “fruitful” or effective, they must also be rhetorically salient. Relatedly, rhetorician Steven 
Mailloux claims that “interpretation takes place through tropes, arguments, and narratives that 
persuade others to accept a way of sense-making about the past, present, or future” (71). To do 
effective hermeneutical work, rhetors must employ rhetorical resources that will resonate with 
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their audience and render their interpretation logical and appropriate. According to Mailloux, 
rhetoricians should investigate “past performances of interpretation” as part of our rhetorical 
histories to better understand how rhetors made sense of their experiences using the rhetorical 
resources available to them (78). In sum, hermeneutics emphasizes how rhetors self-consciously 
(for the most part) select rhetorical means/tools from within their symbolic repertoires. 
Terministic screens, a concept developed by Kenneth Burke, highlights the function of 
language in shaping how rhetors see and interpret the world. Paul Stob summarizes, “language 
reflects, selects, and deflects as a way of shaping the symbol systems that allow us to cope with 
the world” (139). Our use of terms may, at times, be intentional; however, we are rarely fully 
aware of the full influence of our terms. For example, Burke compares the terms used by early 
twentieth century psychologists and St. Augustine to characterize infant behavior. While there 
are several overlapping terms (e.g., “crying, smiling, sucking”), Burke notices that the 
psychologists observed social actions (e.g., “clinging”) while Augustine included “rest” (LSA 
[Language as Symbolic Action], 49). This difference illustrates how each writer’s vocabulary 
shaped their perception of the infant (the psychologist being concerned with human sociality and 
Augustine being concerned with the notion of “resting in God”). Burke concludes, “even 
something so ‘objectively there’ as behavior must be observed through one or another kind of 
terministic screen, that directs the attention in keeping with its nature” (LSA 49). Thus, studying 
terministic screens involves noticing which terms rhetors rely on and “tracking down” the 
influence of these terms on their perspective or argument (Burke LSA 54).  
Broadening the scope even more, Burke contends that individuals make sense of the 
world by drawing on interpretative frameworks, which he calls “orientations.” According to Ann 
George, an orientation is “a systemic lens through which people view and process experience,” 
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which “shapes their knowledge, values, and behavior” (32). Somewhat differently, Blakenship et 
al. state that, “Our Orientation helps us ‘locate’ a situation, adopt a role with relation to it, 
‘gauge’ our activities, derive a vocabulary of motives and thus implicit programs of action and 
attitudes” (6). Further, Jordynn Jack explains that an “orientation is not merely a discursive 
construct, but also entails ways of living and working, emotions, and habits” (451). Thus, an 
orientation includes hermeneutics (methods of interpreting) and terministic screens (vocabularies 
for experiences and motives) as well as “institutions, customs, [and] ways of livelihood” (Burke, 
P&C [Permanence and Change], 26). Orientation, then, captures the breadth of material that 
makes up the rhetorical repertoire available to rhetors at a particular historical moment and in a 
particular context (e.g., the American capitalist orientation).  
In what follows, I take up each of these tools separately and in relation to a particular 
historical era. I believe this approach helps to capture the evolution of American religion. In the 
early nineteenth century, Christianity was the dominant social and intellectual paradigm in the 
United States.3 Medical writers drew explicitly on Christian texts and doctrines in their works, 
and I contend that the uptake of hermeneutical practices drawn from Christian natural theology 
was a strategic rhetorical move that enabled physicians to ‘read’ the female birthing body in new 
ways. In the mid-century, intra-denominational disagreements spurred schisms, which eventually 
led to formal disestablishment and the proliferation of Protestant sects. Within this diverse 
milieu, medical writers’ terminologies were both a reflection of their theological commitments 
and a “screen” that influenced how they articulated the role of medicine in childbirth. By the late 
nineteenth century, religious belief and practice had been largely transformed into a “private” 
matter; however, I contend that liberal Protestant theology played a major role in constituting the 
                                               
3 Other religious traditions certainly existed and likely influenced American Medicine. However, I focus on 
Christianity because it had an outsized influence on nineteenth century medicine in the United States.  
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orientation of modern obstetric writers who composed the earliest American treatise on 
premature infants.  
Historical Context and Medical Terms 
Since my dissertation focuses on the interplay of religion and medicine, there are a few 
contextual and terminological issues I should clarify up front. First, at the turn of the nineteenth 
century, the terms obstetrician, accoucheur, and man-midwife were used interchangeably in 
medical literature to denote a male birth attendant who could administer medicinal treatments 
and/or perform surgical interventions. These attendants were typically called to support or 
replace female midwives when a crisis occurred.  
Second, over the early decades of the century, medicine underwent a process of 
disestablishment.4 In the absence of educational and professional regulation, new approaches to 
healing were invented and marketed to the public. In what follows, I will explore how childbirth 
was discussed within this diverse rhetorical ecology, so the professional categories warrant 
introduction. In broad strokes, “regular” or “allopathic” medicine was conservatively tied to the 
European medical tradition and “heroic” interventions (such as bloodletting, surgery, etc.). 
During the mid-nineteenth century, before the professionalization movement tipped the scales in 
favor of regular medicine, allopathy was one medical “sect” among many. However, 
“sectarianism” is typically used in scholarly literature to refer to medical movements such as 
botanic medicine, homeopathy, and hydropathy. Unlike allopathy, these movements often 
worked to popularize medical knowledge and promoted domestic (or “self-help”) medicine.  
Thirdly, while early obstetricians were surgeons by trade (“barbers”), the field was 
slowly transformed by the invention of less invasive techniques for managing birth crises, the 
                                               
4 Haller gives a thorough overview of this historical process.  
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innovation of prenatal care as preventative medicine, and growing concern for the newborn. 
Thus, by the late nineteenth century, obstetrics was more closely related to pediatrics than 
surgical gynecology. However, the rise of surgical gynecology combined with the availability of 
anesthesia, antisepsis, and house staff contributed to the relocation of birth from home to hospital 
after 1900 (especially in urban areas). Then, in the early twentieth century, medical leaders 
began promoting joint training in obstetrics and gynecology.  
Chapter Outline 
Prior to the nineteenth century, birthing women were primarily attended by other women, 
and explanations of childbirth pain often invoked biblical explanations (i.e., Eve’s curse).  In 
Chapter Two, I investigate works by early American medical writers who argued for the role of 
male physicians, particularly in difficult birth situations. I show how medical writers employed 
hermeneutical practices drawn from Christian natural theology to reconcile religious and medical 
beliefs and to establish the legitimacy of birth medicine. I contend that natural theology provided 
rhetorical resources that enabled medical writers to develop reasonable, persuasive 
interpretations of childbirth by critiquing biblical arguments and emphasizing anthropologic and 
physiological patterns in childbirth as evidence of divine intention and purpose. I term these 
interpretive practices “hermeneutics of nature.” I explain how this framework provided an 
explanation for the problem of women’s suffering that avoided particular theological 
complications and informed when/how medical techne could be applied to childbirth. I argue that 
this alliance between Christianity and medicine was essential to writers’ persuasive power, both 




During the antebellum period, American Protestantism transformed rapidly, particularly 
in response to disestablishment and the proliferation of denominations. Evidential Christianity, 
Protestant reform, and Christian perfectionism (re)shaped how Americans conceived of nature, 
the body, and pain. In this context, childbirth was one ‘site’ where medical practitioners worked 
out the implications of their beliefs and values. In Chapter Three, I investigate medical works on 
midwifery and obstetrics by prominent allopathic physicians and sectarian healers published 
between 1830-1860, and I argue that Protestant Christianity was a dominant terministic screen 
used by medical practitioners. In this chapter, I identify medical writers’ key terms and unpack 
the Protestant sensibilities that generated and structured their medical calculations of childbirth. 
By delineating the discursive trends of emerging medical discourses, I show how the percolation 
of Protestant terms into medical discourse was essential to medical constructions of the body and 
pain and, ultimately, supported medical interventions for childbirth. 
In Chapter Four, I formulate the concept of “theo-moral physiology” as a unique late-
nineteenth century medical orientation that enabled physicians to define the problem of infant 
mortality as a social pathology and to invent the figure of the premature infant. I analyze articles 
and books about premature labor/birth, infant mortality, and caring for premature newborns 
published in the latter half of the nineteenth century. First, I show how Protestant reformers 
participated in transforming infant mortality from an obscure domestic issue into a galvanizing 
national crisis that Christian clergy, politicians, and medical professionals needed to address. 
Then, I explain how discourse about prematurity contributed to larger struggles about theodicy 
(why does God allow evil/suffering?) and Protestant ethics (what are the material/physiological 
consequences of human’s moral choices?). Finally, I discuss how the rise of the eugenics 
movement in the United States threatened to erase the premature infant, and I show how theo-
 17 
 
moral physiology was employed to defend weak, feeble, and vulnerable babies. This 
reorientation accounts for the invention of the premature infant and illuminates why medical care 
for too-soon babies stalled during the early twentieth century.  
In Chapter Five, I conclude my analysis by explaining the implications of this project for 
rhetoric scholars. In particular, I outline how these three critical tools might be employed to 
study other RHM cases. Also, I elaborate my critique of medicalization and offer alternative 
terms that might help RHM scholars perceive the role of religious traditions, beliefs, and 
spirituality in the history of medicine. Additionally, I discuss how rhetoric of religion scholars 
might productively partner with RHM to enrich this scholarly discussion. Finally, I extrapolate 
my analysis to demonstrate the value of rhetorical inquiry for the medical/health humanities, 
highlighting the implications of this historical convergence between religion and medicine for 









CHAPTER 2 – HERMENEUTICS OF NATURE: NATURAL THEOLOGY AND EARLY 
AMERICAN BIRTH MEDICINE 
 
New truth is always a go-between, a smoother-over of transitions. It marries old opinion to new 
fact so as to ever show a minimum of jolt, a maximum of continuity. 
—William James, Pragmatism 
 
In the hot countries, among the negroes, and among the savages, bringing forth takes but very 
little time, and is attended with most inconsiderable suffering. It does not seem to be verified, 
that ‘in sorrow shalt thou bring forth,’ but only where the rules or laws of nature are disregarded. 
—Thomas Ewell, The Ladies Medical Companion  
 
Introduction 
 Before the rise of obstetric medicine, women in childbirth were most often attended by 
other women. There was a general sense of taboo about men in the birthing room. Moreover, 
evidence suggests that many male practitioners in the early United States were not keen to take 
on caring for women or children (see McMillen). A sense of decorum or religious principle may 
have kept some men from turning their medical gaze to women. Also, male physicians often did 
not receive any training in assisting pregnant or birthing women. Thus, male physicians were 
generally unwelcomed, uninterested, and unprepared to assist women during childbirth.  
 However, over the course of the nineteenth century, university-trained male physicians 
became normalized as childbirth attendants. In order for this transition to take place, male 
medical practitioners’ presence in the birthing room had to be rhetorically negotiated—
interpersonally (to persuade women and their families to trust the male physician) and 
intrapersonally (male physicians had to make sense of their role, for themselves). The 
establishment of medicine as a respectable profession for men, the inclusion of obstetrics in 
American medical education, and increasing public demand for physician-assisted delivery 
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solidified the field of obstetrics. Before these changes took place, though, I contend that a new 
religious-medical worldview had to be invented. 
 At the turn of the nineteenth century, popular opinion held that childbirth was a “natural” 
phenomenon—not a medical event—and that pain was essential to the process. This view, 
commonly called “the doctrine on the necessity of pain,” often cited Genesis 3 (wherein God 
curses Eve to suffer in childbirth) as explanation for parturient pain. However, around this time, 
physicians began to argue that modern American woman were experiencing unnaturally difficult 
childbirths. To make this argument, medical writers developed new ways of reading and 
interpreting the female birthing body that drew on Christian natural theology. I term these 
interpretive practices “the hermeneutics of nature.”  
 Commonly, hermeneutics refers to a method used by religious thinkers to study and 
explain a sacred text. More broadly, philosophers have used the term to theorize meaning-
making, such as Paul Ricœur’s hermeneutics of suspicion and Michel Foucault’s hermeneutics of 
self.5 As Janice M. Lauer explains, a hermeneutic helps rhetors “interpret texts already written” 
(unlike a heuristic, which helps rhetors “construct knowledge and produce discourse”) (91). 
Further, according to Steven Mailloux, “hermeneutics theorizes how otherness is ‘overcome’ 
through interpretation, the making of sense, the establishment of meaning” (Rhetoric’s 
Pragmatisim 71). Theologically, then, hermeneutics are how humans interpret and know God—
the Ultimate Other. Medicine also engages in hermeneutical practices to “overcome” the 
otherness of the human body (in this case, the female birthing body) through interpretation and 
“the establishment of meaning.” Hermeneutics are fundamentally rhetorical because, as Milloux 
explains, “interpretation takes place through tropes, arguments, and narratives that persuade 
                                               
5 Also see Fehér, Márta, et al. 
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others to accept a way of sense-making about the past, present, or future” (Rhetoric’s 
Pragmatisim 71). In this chapter, I explore how early nineteenth century medical writers 
interpreted various “texts”—namely, scripture and nature—by drawing on Christian natural 
theology.6 In particular, I show that Christian natural theology provided a set of hermeneutical 
practices that made it possible for medical writers to reconcile religious and medical beliefs in 
order to establish the legitimacy of birth medicine.  
Natural Theology: A Brief Introduction 
 Natural theology is a branch of theological inquiry that refers to the study of Divinity 
through observation and investigation of nature. Considered broadly, natural theology is found 
among a variety of faith traditions. For instance, Paul Oslington, a scholar of theology and 
economics, states that natural theology existed in “pre-Christian Greek thought, especially 
among the Stoic philosophers” (5). Likewise, Latin language and literature scholar Aldo Setaioli 
explains that Seneca perceived the Divine in the “primeval forest, rugged caves, and […] the 
unexpected gushing of natural fountains” (335). For Seneca, “investigation of nature is a quasi-
holy activity: studying the cosmos amounts to coming into contact with god, who pervades all of 
it” (Setaioli 353). Additionally, literary scholar Katherine Calloway suggests that natural 
theology can be found in the Jewish scriptures, particularly the Psalms (8).  
 This tradition of studying the natural world in order to access “higher truths” has been 
influential in the history of Christianity and Western science. Calloway cites the apostle Paul as 
“the first rational theologian in the Christian tradition” (11). Paul admitted that Jews and Greeks 
could know about God through wisdom (philosophical contemplation) and signs (discovered 
through observation of the material world) (e.g., Romans 1:18-20 and 1 Cor. 1:22). However, 
                                               




Calloway explains that Paul made a distinction between Christian belief (i.e., divine truths 
accepted by faith) and other means of knowing God (i.e., secular or natural knowledge) (11). 
Extending from Paul, premodern theologians distinguished between revealed and natural 
knowledge based on the mode of reception. In short, revealed knowledge was “the kind simply 
received as truth” and natural knowledge was “the kind comprehended through reason” 
(Calloway 12). For some theologians, the study of nature primarily reveals God’s original 
creative action (i.e., nature as evidence of the Creator). These “evidentialists” affirm God’s 
existence by making “arguments from design.” Others theologians study nature in order to 
discern God’s continued role in caring for creation (i.e., nature as evidence of Divine 
providence).  
 Under the rubric of natural theology, nature is a primary “text” for theological study. 
Within this framework, “properly” ordered nature is regarded as evidence of the Divine (i.e., 
God’s physical natural laws instituted at creation), and disorder is regarded as fundamentally 
unnatural (a deviation from God’s design). Thus, the presence of disorder and disease in the 
world presents a challenge to natural theology, which is expressed by another concept: theodicy.  
 Theodicies are ways religious thinkers try to reconcile their understanding of God with 
the problem of evil and suffering in the world. Theodicies are both explanatory and directive; 
they explain disorder and suffering, and they indicate how humans should respond. One type, 
known as “greater good” theodicies, explains disorder and suffering as the “undesirable 
consequences” of situations and events that, ultimately, contribute to God’s grand plan. Thus, 
greater good theodicies direct believers to accept suffering in anticipation of eventual “greater 
goods,” which may come as individual prosperity, collective or utilitarian goods, or 
eschatological rewards.  
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 According to STS scholar Kristen Johnson, some theologians, such as William Paley, 
worked to reconcile natural theology and the existence of suffering by claiming that, “it is 
inevitable that natural laws (in the main good) sometimes interact in a way that produces evil and 
suffering” (298-299). In other words, in this view, “conflicting” natural laws are not considered 
God’s will, but a consequence of living in an imperfect world. In regards to the directive power 
of natural law theodicies, Johnson states that for Paley, “disease could even be placed on the 
‘good’ rather than the ‘evil’ side of the ledger once one took the broader view and recognized 
that, first, human sympathy grew amid bodily human suffering; second, disease reconciled 
mankind to inevitable mortality; and third, suffering and pain inspired greater appreciation for 
health when it was present” (299). For others who drew on natural theology, God’s providence 
was evident, not only in the created order, but also in humans’ ability to study, understand, and 
control nature. For these thinkers, rational, empirical study could enable humans to intervene in 
nature and decrease suffering. Johnson terms this perspective the “Science is God’s Provision” 
theodicy.   
 This conception of human intellect and action as an extension of Divine providence 
corresponded with how American Protestants conceived of Christian piety. In Protestants in an 
Age of Science: The Baconian Ideal and Antebellum American Religious Thought, Theodore 
Dwight Bozeman states that, “Throughout the period from about 1800 to 1860, at least a 
majority of scientists […] were evangelical Christians who showed themselves eager to 
demonstrate the harmony between their scientific work and their religious belief” (65). Bozeman 
admits that “narrowly utilitarian and occasionally atheistic interpretations of the meaning of the 
scientific movement” circulated during this century (64). However, he claims that doxology—
worship of God—was “conceived as an integral function of the scientific enterprise, as a central 
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dimension of experience that lent special focus and aim to all research in nature” (Bozeman 68). 
Bozeman terms this particular expression of natural theology during the nineteenth century a 
“doxological science.” Unlike transcendentalism, Bozeman argues that doxological science 
“taught Americans how to affirm empirical science and the Newtonian picture of the universe 
without eclipsing the vital sense of ‘meaning’” (132). Within this doxological science, natural 
theology provided resources for validating Christian knowledge in a scientifically intelligible 
sense and, conversely, enabling Christians to integrate new scientific information into their faith. 
American birth medicine was steeped in this type of doxological natural theology. 
For example, in The Female Medical Repository (1810), Dr. Joseph Brevitt’s uptake of 
Christian natural theology is evident. In a footnote regarding the anatomical features of the fetus, 
he paraphrases Psalms 139:14, saying, “Well we may declare with David: How fearfully and 
wonderfully we are made” (23). Brevitt continues, “Let the atheistical infidel read this and 
acknowledge the hand of divine wisdom through all its works, and on his faltering tongue 
tremble out, forgive me my blasphemous temerity! O my father and my god” (23). Brevitt asserts 
that human anatomy is proof of a Creator, and scientific education will move atheists to faith. 
Thus, he invokes natural theology in the evidentiary sense. Brevitt also addresses concerns that 
scientific study may lead to apostasy—the abandonment of faith. He writes, “That the study of 
the medical profession, so liberal in itself and extensively useful to the world, should be the 
cause of any of its votaries becoming or remaining infidels, which is much to be feared is the 
case, is to me a specimen of the most extraordinary perversion of the human mind, I can possibly 
conceive” (23). Rather than leading people away from faith, Brevitt believes that learning about 
anatomy and physiology can serve evangelical and doxological purposes.  
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 Thus, Brevitt and other early nineteenth century medical thinkers discovered theological 
meaning in nature. In this chapter, I show that natural theology provided a set of hermeneutical 
practices that enabled medical thinkers to interpret the meaning of nature in childbirth, 
particularly via anthropological and physiological patterns, which was essential to producing and 
legitimizing early American birth medicine. 
Introduction to Analysis  
 The notion that American women were out of sync with nature and in need of medical 
assistance during childbirth originated in the Philadelphia region in the late eighteenth and early 
nineteenth century, particularly from Dr. Benjamin Rush and his students (Patterson 138). Rush 
was an elite Christian physician influenced by Scottish realism (a philosophy of “Common 
Sense” that rejected Hume’s skepticism by claiming that experience, instinct, and mental 
perception were the basis of knowledge).7 As a child, Rush was raised in a Presbyterian home 
and educated under Presbyterian Reverend Samuel Finley. He attended the College of New 
Jersey (modern-day Princeton), which was founded by Presbyterians. As an adult, he attended an 
Episcopal church and dabbled in Methodism and Unitarianism. Rush’s faith led him to oppose 
slavery and capital punishment and to advocate for women’s education (for Republican 
motherhood).8    
 Rush studied medicine at the University of Edinburgh in Scotland. While there, he met 
John Witherspoon, a Presbyterian minister, and he helped persuade Witherspoon to accept an 
offer to be president of the College of New Jersey. According to Bozeman, “the accession of 
                                               
7 The following biographical information is adapted from Brodsky and Haakonssen. 
 
8 Linda Kerber describes the “republican mother” as “dedicated to the service of civic virtue” enacted through her 
mother/wife role (202). Although this role reinforced the strict separation of male/female spheres, Kerber claims that 
it was an “important—even revolutionary—invention” in the sense that it ascribed women “a deferential political 
role through the raising of a patriotic child” (204, 205).   
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Edinburgh-trained John Witherspoon to the presidency of the Presbyterian College of New 
Jersey in 1769” marked the first significant influx of Scottish realism in America (27). Bozeman 
argues that Baconianism “was incubated in the formative writings of the Scottish Philosophy” 
and that through “the mediating influence of the Scottish Philosophy, Baconianism became a 
conspicuous and generally lauded factor in American (and British) intellectual life in the 
antebellum period” (33). Bozeman goes so far as to call Princeton the “heartland of Realism” 
(Bozeman 33). Rush went on to be a major political figure (he signed the Declaration of 
Independence) and a professor of medicine at the University of Pennsylvania. Rush’s 
perspective, a flavor of natural theology that synthesized his Christian commitments with 
Scottish Realism and Baconian science, deeply influenced the development of American 
medicine. In this chapter, I analyze works by Rush and his students, John Vaughan, Peter Miller, 
and William P. Dewees.   
 Additionally, I evaluate how authors of domestic medicine literature defined women’s 
birth experiences. In particular, I look at three advice books on childbirth: Samual Bard’s A 
Compendium of the Theory and Practice of Midwifery (1807), Joseph Brevitt’s The Female 
Medical Repository (1810), and Thomas Ewell’s The Ladies Medical Companion (1818). In 
general, these texts were written for women, to equip them to handle domestic medical issues 
and to indicate when they should seek assistance from male physicians. Domestic medicine 
authors defined women’s birth experiences through a dichotomy between natural and difficult 
childbirth. In short, a birth was termed natural when it is powered by Nature—Nature being a 
manifestation of divine power. A birth was termed difficult when the power of Nature was 
insufficient to complete the task without injuring the mother or child. Protestant Christianity 
plays an essential role in how these authors understand the world and how they appeal to the 
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religious sensibilities of their audience. Thus, I argue that these birth categories were infused 
with theological significance and legitimized the role of male physicians in treating birthing 
women when difficulty occurred. 
In what follows, I begin by analyzing how medical writers reinterpreted scripture by 
imitating biblical hermeneutics. Then, I explore how medical writers legitimized their 
interpretation of scripture by making observations of the natural world through two variations of 
the hermeneutics of nature. First, I contend that they engaged in “anthropological hermeneutics” 
to confirm their theological claims and set up a comparative analysis of modern American 
women’s birth experiences. Second, I show how they employed an “obstetric hermeneutic” to 
establish the meaning of the female birthing body. Lastly, I demonstrate how these 
hermeneutical practices provided a basis for medical techne. 
Section 2.1: Biblical Hermeneutics 
Hermeneutics is a key method used by religious thinkers to study and explain what a text 
says (i.e., exegesis), what the author meant, and to determine the significance of the text for 
religious adherents. Determining the meaning of a sacred text goes beyond literary interpretation; 
interpreting sacred texts takes on world-making, normative power. Further, Milloux’s rhetorical 
approach to hermeneutics highlights that “tropes, arguments, and narratives” are essential to the 
persuasive power of a particular “way of sense-making” (Rhetoric’s Pragmatism 71). A 
particular interpretation that is repeated and affirmed over time can become dogma (or doxa). 
However, interpretations of scripture are often subject to debate. Sometimes debate occurs within 
an authorized group of scholars, such as Jewish rabbis, and competing views are argued until 
some measure of agreement is achieved. Other times, debate about the meaning of scripture 
cannot be resolved and schisms occur. 
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One text that has frequently been the subject of hermeneutical debate is the story of 
Adam and Eve in Genesis 2-3. In this passage, God forms man (Adam) from dust and gives him 
dominion over the earth, but instructs him not to eat from the tree of knowledge. Then, God 
creates woman (Eve) from the rib of Adam, to be his companion. In Genesis 3, a cunning serpent 
convinces Eve to eat from the tree of knowledge. Afterward, Eve shares the forbidden fruit with 
Adam. Discovering their disobedience, God punishes Eve, cursing her to suffer in childbirth. 
(Adam and the serpent are also punished.)  
Hermeneutics asks: What does this passage mean? What is its significance? According to 
James Barr, a scholar of Hebrew language and scriptures, for the original Hebrew audience, 
Genesis 3 was “a story of how the first humans through a disobedience, possibly a minor one, 
came close to two elements of divine status, firstly the knowledge of good and evil, which they 
gained, and secondly eternal life, from which they were now excluded” (59-60). Barr goes on to 
argue that reinterpretation of Genesis as a story about a catastrophic fall, original sin, and the 
cause of human mortality originated with St. Paul. Following Paul, there is a long tradition of 
Christian intellectuals using the material of Genesis 3 to explain women’s experience in 
childbirth as well as to define women’s social and spiritual status. Christian theologians have 
tended to hold Eve responsible for the loss of primeval innocence and regard the curse on Eve 
(and all her daughters) as a fitting punishment. 
A rhetorical approach to hermeneutics asks: What particular tropes, arguments, and 
narratives are employed in an interpretation? How does an interpretation succeed in persuading 
others to accept a particular way of reading and deriving normative value from a text? For 
example, in the early American colonies, theologians and preachers “depicted the pains of 
childbirth as the appropriate special curse of ‘the Travailing Daughters of Eve’” (Scholten 428). 
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Hermeneutics were used in this context to delineate gender roles, which were an important part 
of Puritan religious beliefs and were regarded as essential to the survival and success of the 
whole community. Further, in “Maternity, Midwifery, and Ministers: The Puritan Origins of 
American Obstetrics,” literary scholar and midwife, Samantha Cohen Tamulis argues that, “long 
before the rise of obstetric instruments in the eighteenth century, Puritan New England was 
developing a mode of obstetric thinking in which men wielded imaginative control over the 
symbolism of pregnancy and childbirth even when they were excluded from the physical space 
of the birthing room” (369). She defines the term “obstetric thinking” as “an attitude and a 
rhetorical strategy that describes childbirth in terms of pathology, objectifies the mother’s body, 
and calls into question the ability of women to manage their births without men” (Tamulis 366). 
Biblical hermeneutics helped constitute and contributed to the rhetorical effectiveness of this 
“obstetric thinking.” 
 Like Tamulis’ Puritan ministers, early nineteenth century medical writers frequently 
invoked the image of Eve and engaged directly with Genesis 3 when writing about childbirth. In 
this section, I show how medical writers employed Protestant discursive practices by imitating 
biblical hermeneutics to create an alternative to the conservative, literal interpretation of the 
Genesis story. I argue that by engaging in biblical exegesis and interpretation, medical writers 
harnessed the persuasive power of Protestant rhetoric and refurbished the Genesis story to create 
the possibility of medical intervention for childbirth suffering.  
Hermeneutical Realism 
 The doctrine on the necessity of pain was often argued using a hermeneutical approach 
that Mailloux calls “hermeneutical realism.” In this approach to interpretation, meaning is 
regarded as latent in the text. Mailloux explains that hermeneutical realism assumes that 
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“meaning is determinate, objective, and eternally fixed because of constraints in the text itself 
that are independent of historically situated critical debates” (“Rhetorical Hermeneutics” 630). 
To “discover” or extract this meaning, readers need only perform the “mechanical activity of 
combining word meanings into larger thematic units and formal relationships” (“Rhetorical 
Hermeneutics” 622). The religious studies term for this practice is “exegesis,” an aspect of 
hermeneutics that refers, narrowly, to the systematic process of analyzing the semantics of a text. 
 Hermeneutical realism is employed by John Vaughan in “An Inquiry into the Utility of 
occasional Blood-letting in the Pregnant State of Disease: Communicated in a Letter from Dr. 
John Vaughan, of Wilmington (Delaware), to Dr. Miller” (1803) to argue for the doctrine on the 
necessity of pain. Vaughan writes, “It is not presumable that the process of procreation was 
originally burthened with sorrow and pain” (32). Vaughan assumes that in the Garden of Eden 
there was no suffering; therefore, before Eve ate from the tree of knowledge, childbirth would 
have been painless. He goes on to claim that sorrow and pain are “contingences [sic] to be found 
in the archives of human misery, enrolled in the list of consequences of the transgression of our 
first parents” (32). Womankind, Vaughan contends, have inherited Eve’s curse.  
 Next, Vaughan engages in traditional biblical exegesis. He writes,  
In the commonly accepted translation of the Pentateuch, the penalty 
incurred by the disobedience of the mother of mankind is thus recorded in 
the personified language of divine justice: ‘I will greatly multiply thy 
sorrow and thy conception; in sorrow thou shalt bring forth children:’ in 
the Greek version, or Septuagint, the word sorrow is rendered λυπας, 
which signifies pains or sickness, and the word conception, στειαγρός, 
which signifies groans. Hence child-bearing is literally and proverbially 
designated by the common title of groaning. (32; emphasis in original) 
 
Here, Vaughan analyzes the Biblical language about maternal “sorrow” to explain the origin of 
childbirth as a painful experience, and he employs a realist approach to hermeneutics. Vaughan 
engages in this type of analysis when he moves from the “commonly accepted” reading to a 
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more scholarly interpretation that considers the Hebrew terminology. Through this exegesis, 
Vaughan argues that God did not originally intended for childbirth to be painful. Rather, God’s 
discipline of Eve’s disobedience is the cause of women’s physical suffering.  
Challenging Hermeneutical Realism 
However, not all medical writers agreed with this view on the necessity of pain—and 
some refute the presumption of hermeneutical realism. For example, in his medical dissertation 
entitled An Essay on the Means of Lessening the Pains of Parturition (1804), Peter Miller writes: 
The doctrine of the necessity of pain, appears to be founded, first, upon 
that passage in the sacred writings which declares, that ‘in sorrow thou 
shalt bring forth children,’ and which was announced to the mother of the 
human race, as a punishment for her disobedience: and, secondly, upon the 
erect position of the human body. It having been supposed necessary that 
nature should have formed such a structure of parts as would counteract 
the effects of gravity, and prevent premature labour. And though these 
ends are obtained, yet the means she has employed create those obstacles 
which impede delivery, and are unavoidably the cause of excruciating 
pains which the unhappy suffer is compelled to endure (13). 
 
According to Miller, necessity has been construed from scripture and perceived as a universal 
law instituted in women’s physical constitution. However, Miller dismisses both conclusions by 
appealing to God’s wisdom and goodness. He says, “That labour is frequently a tedious and 
painful operation will not be denied; but that pain should be a necessary consequence of the form 
and structure of the human body, or that the Supreme Being should have enjoined it as a curse 
upon the female sex, appears so derogatory to the idea we have of his wisdom and goodness, that 
we cannot admit it” (13-14). For Miller, it is inadmissible that an all-good God would use 
excruciating pain as punishment, nor can he accept that an all-wise Creator would fashion the 
human body so that the essential function of procreation would be so difficult. Miller’s 
interpretation holds the text accountable to his understanding of God’s nature. Put differently, 
Miller’s hermeneutics begin—not with exegesis—but with attributes of the Divine.   
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Interestingly, Miller submitted his dissertation to an Episcopal priest, Reverend John 
Andrews, who was a professor at the University of Pennsylvania. So, we can assume that Miller 
was mindful of how his medical argument related to theological debates. His argument proceeds 
by addressing the interpretation of scripture. He writes, “That a woman may bring forth in 
sorrow, and yet not be subjected to much bodily pain may very readily be conceived” (14). 
Miller re-conceptualizes maternal “sorrow,” separating it from bodily pain and maintaining the 
integrity of the scriptures by amending how they are interpreted.  
 Similarly, in an 1805 article, William P. Dewees—who later became a major figure in 
American obstetrics—criticized the traditional theological view of pain-as-punishment. Dewees 
asserts, “the physical necessity of pain and difficulty is by no means proved by the text [i.e., the 
Bible]” (271). Dewees claims that theologians have misinterpreted the scripture. He goes on, 
“For ‘in sorrow shalt thou bring forth children,’ does not necessarily imply they shall be brought 
forth with pain and difficulty; for sorrow is in no one instance in the holy writings made 
synonymous with pain or difficulty; in no one instance is it made to signify corporeal sensation: 
—on the contrary, it is invariably used to express a certain painful state of mind” (272). Dewees’ 
exegesis implies an intertextual analysis—although he does not actually present textual evidence. 
Instead, his reinterpretation hinges on a distinction between pain as a bodily experience and 
sorrow as a mental experience. Dewees projects this mind-body dualism on the scripture. He 
concludes, “I therefore believe, it was only intended to express the anxiety every woman feels 
for her own safety and for that of her infant, at the interesting moment of her becoming a 
mother” (272). He reframes the term “suffering” as a form of mental anguish. Dewees’ rereading 
of Genesis 3 critiques the traditional interpretation of the curse as errant. Instead of signifying the 
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origin of painful birth, Dewees reimagines Eve as the architype of an emotionally sorrowful yet 
physically painless birth.  
Why were these medical practitioners discussing Genesis 3 in professional literature 
about childbirth? The context of American Protestantism provided this exigency. In order to 
argue that medicine was an appropriate response to suffering and difficulty in childbirth, medical 
writers had to address the story of Eve and her curse in Genesis. Vaughan employs 
hermeneutical realism to argue for the doctrine on the necessity of pain (although he goes on to 
contend that modern American women are suffering in excess). Miller and Dewees critique the 
traditional interpretation by holding the text accountable to extra-textual theological values (i.e., 
God as all-good and all-wise) and intertextual regularity (i.e., the meaning of “sorrow” across 
scripture).  
Section 2.2: Hermeneutics of Nature 
 Beyond imitating biblical hermeneutics, medical writers argued that the material world 
provided evidence to support their argument against the traditional doctrine on the necessity of 
pain. In particular, they made observations about variability in women’s birth experiences and 
birthing bodies. Rush and his students developed a theologically-infused scientific realism to 
account for this variation. According to philosopher Craig Dilworth, for the scientific realist, “the 
attainment of truth is not the sole nor necessarily the ultimate aim of science, it being equally as 
important to attempt to understand why the empirical truths of science are as they are” (49). For 
medical thinkers informed by natural theology, this understanding of the world was achieved 
through interpretive practices that perceived divine significance in the workings of nature. These 
practices constitute what I call the “hermeneutics of nature.”  
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 In the rubric of natural theology, “the book of nature” is regarded as a “text” given to 
humanity by God for our study and use. Therefore, the hermeneutics of nature are methods of 
studying the world that interpret patterns as evidence of Divine design, a way of establishing 
theological meaning about the material world. This hermeneutic can be used to study the 
physical world, including the human body, as well as the anthropologic world and human 
experience. The purpose of this hermeneutic is not, primarily, to prove God’s existence. Instead, 
Christian scientific thinkers employ this hermeneutic to infer God’s will and intended purpose 
for creation.  
 Like Vaughan’s hermeneutical realism described above, early nineteenth century 
American physicians employed a similarly realist approach in their hermeneutics of nature. 
Mailloux explains that, “hermeneutic realism […] assumes a stability of meaning before any 
rhetorical acts take place” (“Rhetorical Hermeneutics” 630). Likewise, nineteenth century 
medical scientists believed that meaning in the created the world was determinate, objective, and 
fixed by Divinely-instituted universal laws. Thus, scientists needed only to recognize these 
“conventions” in nature. To this end, medical writers relied on secondhand accounts of nature as 
well as their own direct experiences and observations in combination with the collective insights 
of medical scientific study. When interpreted via the hermeneutics of nature, the Divine ideal or 
Truth was regarded as latent in the material world.   
 For birth medicine, “nature” meant specifically the female body. However, there were 
two distinct objects of medical hermeneutics: the body of the so-called “primitive” woman and 
the body of the modern American woman. I call medical writers’ interpretation of “primitive” 
women’s birth experiences an “anthropological hermeneutic,” because it relies on a secondhand 
comparative appraisal of women who are considered “other.” Alternatively, I call medical 
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writers’ interpretation of modern American women’s births an “obstetric hermeneutic,” because 
it combines physicians’ experiential knowledge with scientific insights (i.e., anatomical science) 
to produce a new understanding of childbirth. 
Anthropological Hermeneutics 
Miriam Rich, in “The Curse of Civilised Woman: Race, Gender and the Pain of 
Childbirth in Nineteenth-Century American Medicine,” explains that the topos of a painless 
childbirth has a long history. She finds it “in the ancient Greek geographer Strabo’s tales of 
Celtic tribeswomen and […] in Egyptian midwives’ accounts of ancient Israelite women” (Rich 
57). According to Rich, “From the first, painless birth functioned in these stories as a mark of 
alterity: specifically, it signified a foreign people’s lack of civilization” (57). Likewise, stories of 
“primitive” women easily giving birth circulated in eighteenth century travel literature, and these 
anecdotes were taken up in the medical community. Using an anthropologic hermeneutic, 
medical writers employed these secondhand accounts in three key ways: (1) to support their 
reinterpretation of Genesis 3, (2) to interpret pain/painlessness as a consequence of spiritual, 
cultural, and (ultimately) physiological variation, (3) to construct an ethnocentric comparison 
with the modern American woman’s experience of childbirth.  
Hermeneutical Realism Reoriented 
In his medical dissertation, Miller cites an array of travel journals and books, such 
as Travels to Discover the Source of the Nile by James Bruce (1790) and Ceremonies and 
Religious Customs of Various Nations by Jean Frederic Bernard and illustrated by Bernard Picart 
(published in English in the 1730s) (15-16). In these works, European explorers report the 
relative ease of delivery for women regarded as geographically foreign and/or culturally 
unrefined, such as “the women of Abyssinia,” “a Morlack woman,” “Spaniards in Brazil,” 
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“wives of the Livonian,” “Moorish women,” “the Sicilian women,” and “the Indian women” 
(Miller 15-16). Miller states, “This testimony in favour of the ease and facility of parturition, 
sufficiently proves, that it is not the intention of the Supreme Being, that it should be a painful 
operation, and that it would at all times be performed with ease and safety” (17). Miller interprets 
this anthropological evidence as indication of God’s will, and thus arrives at the conclusion that 
childbirth pain is not natural or necessary. Miller argues that “primitive” women, women from 
far off lands, or enslaved African women experience painless births. 
 Such evidence of painless birth was regarded as a direct contradiction of the theological 
explanation of pain as a curse on womankind. After giving his reinterpretation of Genesis 3, 
Dewees asserts that if the passage was “made to signify pain and difficulty it would necessarily 
imply punishment; this punishment ought universally to obtain” (272). In other words, if pain 
and difficulty were Divine punishment, the experience should be universal to all women. Yet, he 
writes, “of this, abundant proofs might be given; for the female savage, where found, whether 
under the scorching heat of an African sun, or beneath the rigorous sky of the unfriendly 
Labrador, brings forth her young without the assistance of an accoucheur or midwife” (Dewees 
272). According to Dewees, the fact that “the female savage” can give birth without an attendant 
is proof that her childbirth is easy. Also, based on his rereading of in Genesis 3:16, wherein 
“suffering” denotes feeling anxiety, he says, “This state of mind is inseparable from the pregnant 
woman; the joyless savage on the banks of the Oroonoko is not more exempt from it than the 
enervated female of civilized society” (Dewees 272). Thus, Dewees claims that all women do 
“suffer” in the sense that they worry over their pregnancy and unborn child. This mental anguish, 




 In short, medical writers argued that childbirth pain could not be God’s punishment on 
womankind because the experience was not universal to all women. Medical writers use the 
anthropologic hermeneutic to address the instability or fallibility of scriptural interpretation by 
appealing to Divine truths they claim are evidenced in the creation. In other words, nature served 
as the litmus test for scriptural interpretations. Rather than approaching scripture from the realist 
perspective, the meaning of the text was constrained by the material world. These medical 
writers acknowledge the authority of scripture; however, they affirm the position that studying 
nature will provide a view of God’s will that is not biased by dogma or doctrine. This shift in 
textual authority makes sense in light of the prominence of Christian natural theology. 
The Meaning of Pain/Painlessness 
In the early American republic, the birth experiences of “primitive” versus “civilized” 
women were often attributed to culture and climate. For example, in a letter published in the 
Medical Repository entitled “On the Means of lessening the Pains and Danger of Child-Bearing, 
and of preventing its consequent Diseases; in a Letter to Dr. Edward Miller,” Rush (1803) writes,  
The mitigation of the pains connected with child-bearing has been effected 
in Turkey, by the use of sweek oil [...]. A similar alleviation of those pains 
has been produced by climate, in a part of Africa, in the Brazils, in 
Calabria, in Sicily, and in several of the West-India islands. A scanty diet 
has so far lessened them in the Indian women of our country, that they are 
able to work a few hours after their delivery. (26; emphasis added).  
 
In short, childbirth pain could be mitigated with oil, alleviated by climate, or prevented 
by diet. Thus, in Rush’s view, women’s suffering was not innate, the effect of an 
inherited curse. Rather, it was American women’s belief that pain was necessary that 
prevented them from pursuing relief. Rush argued that women’s pain was a direct result 
of their customs of living and their unwillingness to follow advice or make use of 
treatments that would alleviate their pain.  
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 Like Rush, writers of domestic medical texts also marshalled anthropologic 
evidence to argue that childbirth should be relatively easy. For example, Ewell writes, “In 
the hot countries, among the negroes, and among the savages, bringing forth takes but 
very little time, and is attended with most inconsiderable suffering. It does not seem to be 
verified, that ‘in sorrow shalt thou bring forth,’ but only where the rules or laws of nature 
are disregarded” (143). Unlike “primitive” women who adhere to “natural laws,” Ewell 
claims that modern American women defy God’s prescriptions. Thus, obedience to the 
laws of nature was perceived as spiritual submission to Divine will, which resulted in 
painless childbirth. Conversely, painful childbirth was regarded as evidence that 
“civilization” was a form of spiritual defiance, the rejection of God’s natural laws.  
 Moreover, “civilized” American women were imagined as acutely sensitive to 
pain. Rich states, “the favoured theory to explain civilisation-linked differences in labour 
pain […] hinge[d] on an appeal to the concept of ‘sensibility’.” (60). Sensibility served as 
both the “psycho-physical basis of pain and the moral basis of the civilizing process” 
(Rich 60).  While it is clear that “primitive” women were marked as “other” by their 
childbirth experience, at this historical moment, medical scientists did not anchor race in 
the physical body. Instead, superiority was regarded as resulting from cultural progress. 
As such, painless births were observed not only among “savage” women in far-off lands, 
but also among unsophisticated American women. For instance, in his essay on the 
means of lessening childbirth pain (1819), Dewees writes that cases of “women being 
delivered without pain” are so common that “it would be idle to cite them, as they must 
occur in every man's practice” (64; emphasis added). Although there is certainly a 
colonialist/racist logic at play in Dewee’s perspective, his assumption about the 
 38 
 
prevalence of painless childbirth suggests that he regarded social status as the primary 
influence on women’s birth experience (rather than biologically-based race, as later 
medical scientists would argue). “Primitive” women’s insensibility to pain was a 
corollary to their presumed unrefined and unenlightened state. Conversely, “civilized” 
women suffered agony as a result of their enlightened sensibility. 
 Beyond producing a cultural “insensitivity” to pain, medical writers imagined that 
compliance with natural laws had a direct effect on women’s physiology.  Miller 
reiterates that there are many cases when “the powers of nature, in a simple state of 
society, and in those in whom a general relaxation of fibers is produced by climate, or 
particular habits of living, are sufficient for the expulsion of the foetus” (22). In this 
passage, Miller links cultural status (“a simple state of society”) and physiology 
(“relaxation of fibers” in the uterus) in his interpretation and explanation of 
painlessness/ease in childbirth. Thus, early nineteenth century medical writers imagined a 
causal relationship between obedience to the laws of nature and childbirth pain. In short, 
the anthropological hermeneutic identified patterns of human experience (i.e., easy 
childbirth versus painful childbirth) and explained these patterns as the physiological 
outcome of women’s cultural customs and spiritual status.   
Childbirth and Ethnocentrism 
 Lastly, the anthropological hermeneutic is an expression of ethnocentrism. According to 
Mailloux, there are two types of ethnocentrism: political and hermeneutical. Political 
ethnocentrism is expressed by the notion that “Western political institutions are the best we 
humans have been able to come up with in the history of the world” and are our “best hope for 
humanity’s future” (Mailloux, Rhetoric’s Pragmatism 59). Political ethnocentrism can manifest 
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on a continuum from patriotism to nationalism to imperialism. Differently, hermeneutical 
ethnocentrism reveals how our appraisals of the “other” always arise out of “our own web of 
beliefs, practices, and desires” (Mailloux, Rhetoric’s Pragmatism 59). In other words, the 
hermeneutics we use to establish meaning are always contextual and historical. Mailloux 
concludes that “ethnocentricity is, in some form, unavoidable,” and that “political and 
hermeneutic ethnocentrism are inextricably related” (Rhetoric’s Pragmatism 66, 67).  
According to Dewees and other physicians in the early nineteenth century, childbirth pain 
was not inherent to parturition, and the problem of a “difficult birth” plagued some women, but 
not all. Through comparison with “primitive” women, medical men identified women who 
suffered greatly in childbirth as European-American women of the middle/upper-class. Dewees 
states that “pain and difficulty in parturition” is caused by “the introduction and continuance of 
certain pernicious customs, habits, or modes of life, thereby inducing a preternatural degree of 
inability, sensibility, laxity or rigidity” (273). He states this type of suffering occurs “among the 
greater part of women in a state of civilization and refinement” (Dewees 273). This comparison 
is key for Dewees’ claim that childbirth pain and difficulty is not, in fact, “natural and 
unavoidable,” but “artificial and in part remediable” (273).  
Moreover, according to Ewell, midwifery is a matter of common sense—and women of 
color are positioned as the foil for white American women. He writes, “Nature has so wisely 
provided for the birth of the young, that even the extensive practice so highly rated among ladies 
is not necessary for the discharge of all the duties required from attendants” (Ewell 29). Ewell 
amplifies this point by stating, 
In some parts of our country, the negro women, feeling their ignorance, 
and fearful of hurting their mistresses, hesitate in acting, until they 
accidentally discover the powers of nature; then they obtain great 
reputation in the practice of widwifery [sic], rivalling the most renowned 
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doctors of the trade. They soon discover the secret, that nature does all the 
business, and that they have only to keep themselves quiet, and pocket the 
credit of the operation. (Ewell 30) 
 
Appealing to the colonial logic of his audience, Ewell underscores the agency of Nature as a 
“secret” that slave midwives “accidentally discover,” but which serves in making them effective, 
valuable birth attendants. Ewell employs political enthocentrism to read Black women’s aptitude 
for midwifery as a sign that it does not require skill or formal training. 
Like Ewell, Bard uses the anthropological hermeneutic to argue against “meddlesome 
midwifery.” He contends that Divine providence has provided women with “powers” to fulfill 
their procreative role, and he claims that evidence of these powers is observed in other species 
and women from “rude and unpolished nations” (Bard 100). He says, “we have reason to believe 
[…] that beneficent Providence has endued women as well as other animals with powers, which 
when unimpaired, are equal to all her natural functions; and that we many fairly conclude, that 
the frequent interference of art, in so essential and natural a process as labour, cannot be 
necessary” (Bard 99-100; emphasis in original). Thus, according to Bard, “civil society” has 
introduced “the unnatural forms, restraints, and habits of which, in many ways interfere with this 
great work” (100). Later, Bard writes that, “A sedentary life and luxurious education, are the 
chief causes of all the evils which women suffer during pregnancy and labour” (142). Like the 
other medical writers, Bard links “primitive” society with closeness with nature and Divine law. 
Comparatively, then, “civilized” society is at fault for neglecting Divine law and spurring nature.  
 As medical writers employed the commonplace of the “primitive” woman/painless birth, 
they were engaging in political and hermeneutic ethnocentrism. On one level, their assessment of 
“primitive” women as Other is indicative of the establishment of global power relations. 
However, as Mailloux writes, “Intercultural comparisons of value develop as intracultural 
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negotiations among members of our own community” (Rhetoric’s Pragmatism 59; emphasis 
added). Thus, on another level, these cross-cultural comparisons served as a means of defining a 
modern American identity. The anthropologic hermeneutic bolstered the myth of a painless 
childbirth—a myth that depended on the tandem figures of Eve and the “primitive” woman—and 
provided justification for medical writer’s angst about modern American women’s childbirths. 
Obstetric Hermeneutics 
Once the myth of a painless childbirth was thus configured, American women’s suffering 
in childbirth could be diagnosed as a medical problem and treated medically. In this section, I 
contend that medical writers drew on natural theology to develop an interpretive framework for 
“reading” particular female procreative bodies (i.e., European-American, middle/upper-class, 
Protestant women’s bodies) and diagnosing them as disordered. I call this an “obstetric 
hermeneutic.”  
The obstetric hermeneutic makes sense of birth by observing, evaluating, and interpreting 
the female birthing body. As stated above, medical thinkers adopted a realist approach to 
interpreting the material world, which enabled them (like other ‘realist’ scientists) to discover 
“empirical regularities” and explain “known regularities in terms of a reality lying behind them” 
(Dilworth 49). Using a realist approach, medical writers presumed the meaning of parturition 
was fixed, ready to be perceived and documented, and natural theology supplied the terms for 
interpreting the “reality lying behind” childbirth. Here, I elaborate the tropes and arguments that 
medical writers used to interpret “natural” and “difficult” births. These obstetric hermeneutics 
are rhetorical because there are different ways of describing what counts as a normal/natural and 




Christian physicians informed by natural theology interpreted Nature as a direct 
manifestation of Divine design and intention, which was—without question—healthy and good 
(even when accompanied by discomfort or other symptoms). Thus, a natural childbirth was 
morally and medically right, a normal and healthy bodily experience, the archetype of 
procreation. The obstetric hermeneutic of a “natural,” rightly-ordered childbirth focused on 
defining attributes, delineating stages, and describing organs.  
In the early nineteenth century, a natural birth was defined as possessing four attributes: 
the agency of nature, proper presentation of the child, appropriate duration, and a positive 
outcome. According to Bard, the general definition of a natural birth is that it is “regular in its 
progress, accomplished by the unassisted efforts of nature, and completed within twenty-four 
hours” (104). Bard broadens this definition, considering “all labours natural in which the head of 
the child presents, and which are completed, though in a longer time, by the efforts of nature, 
without the introduction of the hand into the womb, or the use of instruments” (105). Likewise, 
Brevitt defines “natural labor” as “when the head presents at the full time, and the delivery is 
completed in a reasonable time, by the efforts of nature” (Brevitt 121). For Bard and Brevitt, the 
essential characteristic of a natural birth is “the efforts of nature,” and the success of nature is 
perceived through the other aspects. For physicians informed by Christian natural theology, 
“nature” meant the “created world” as well as an “active force that establishes and maintains the 
order of the universe; the creative power governing the world.”9 Thus, “Nature” was imagined as 
capable of conscious, purposeful action.  
                                               




Moreover, the domestic medicine writers demonstrate substantial faith in the efficacy of 
Nature. For example, Ewell writes, “But you are to thank neither man or woman for your 
labours; nature does the whole business for you” (144). These authors affirm that, despite the 
appearance of difficulty, Nature is usually sufficient. Bard claims that, “the resources of nature 
are almost infinite” (10). Likewise, Brevitt states that rarely is Nature “insufficient to finish the 
work” (159). Ewell cautions the midwife “not to act carelessly, as she may be mistaken, and as 
the delivery will be always easier and safer when left to nature, than when hurried” (Ewell 136). 
Thus, Nature—not the birthing woman nor her attendant—is the agent of childbirth. These 
authors believed that Nature causes the child to present head first; Nature empowers the forces of 
labor to complete the task within twenty-four hours; Nature begets a healthy child and healthy 
mother.  
Beyond the passive reverence for Nature advocated in the midwifery manuals, Rush 
argued that medical scientists could discover God’s design and intention for procreation by 
studying the “operations of nature” in childbirth, meaning the common characteristics of human 
reproduction (“On the Means” 27). He lays out three premises: 1) “previously to child-bearing, 
the female system is generally plethoric, and unduly excitable;” 10 2) “child-bearing is a disease. 
The form of this disease is a spasm of a clonic nature;” and 3) “the operations of nature in this 
disease, as in most others, are excessive, deficient, or not properly directed to accomplish her 
purposes” (27). By enumerating these suppositions, Rush renders the female body and childbirth 
fixed and knowable. This worldview belies not only Rush’s indebtedness to the Enlightenment, 
but also his understanding of nature as a source of “revealed” truths that could inform American 
obstetric medicine.  
                                               
10 According to Donald Caton, “Plethora was thought to distend blood vessels in the uterus and the brain and to 
stimulate the nervous system, thereby causing convulsions” (49). 
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 I contend that Rush’s definition of childbearing as a disease is related to natural theology, 
and I want to caution the reader about projecting a twenty-first century connotation of “disease” 
onto the early nineteenth century. Medical historian Jacalyn Duffin states that calling something 
a “disease” is “more than a description of symptoms and patients” (8). She says, “a disease is 
also an explanation, or even a little theory about an illness” (Duffin 8-9). Calling something a 
disease reflects historically-specific ideas about sickness, science, and epistemology (Duffin 8-
9). Further, medical historian Charles Rosenberg reminds us that, “Disease is at once a biological 
event, a generation-specific repertoire of verbal constructs reflecting medicine’s intellectual and 
institutional history, an aspect of and potential legitimation for public policy, a potentially 
defining element of social role, a sanction for cultural norms, and a structuring element in 
doctor/patient interactions” (“Disease in History” 1). All of these factors are at play when Rush 
alleges that the “spasm” disease of childbirth is the normal “operations of nature” in 
childbearing.  
I contend that, in calling childbearing a “disease,” Rush (and other Christian physicians) 
were constructing an argument that synthesized Christian natural theology and contemporary 
medical science. In particular, as Rosenberg suggests, Rush’s use of the term “disease” reflects 
his interpretation of childbirth as a biological event, his engagement with the verbal constructs of 
previous medical thinkers, and his call for other medical practitioners to take action. Rush 
presumes that God designed the process of childbirth to include “spasms” of the reproductive 
organs (i.e., contractions) that result in the expulsion of a child from the womb. He goes on to 
say, “The symptoms of the parturient disease sometimes appear in chills, preternatural heat, 
thirst, a quick, frequent, full and tense pulse, pains in the head and other parts of the body” (27; 
emphasis added). Rush conceives of childbearing as a state of bodily disorder, although not 
 45 
 
necessarily as illness or pathology. Moreover, Rush’s explanation of this bodily disorder is 
consistent with the Galenic medical tradition (humoral theory), which he inherited. According to 
John S. Haller, the Galenic concept of disease “viewed illness as a perturbation in the ‘state’ of 
the constitution, with therapeutic measures directed at restoring balance through a variety of 
intrusive regimens” (17). Likewise, Rush prescribed depletive remedies (like bloodletting) with 
the aim of restoring “balance” within the parturient woman’s body. Additionally, Rush 
references Erasmus Darwin’s work on “sensitive and irritative disease[s]” (30). Darwin used the 
term “disease” to refer to both pathology and symptoms.11 Like Darwin’s broad use of the term, 
Rush conceived of childbirth as a “dis-ease” that had the potential to become disordered and 
dangerous. In the third premise, Rush addresses how “the operations of nature in this disease” 
can go awry, failing to accomplish the intended purpose. Through the lens of natural theology, 
the characteristics of a natural childbirth could be designated as “disease” without invoking the 
more modern sense of pathology. 
Characterizing childbirth by a set of definite attributes was one aspect of the obstetric 
hermeneutic used by medical writers to persuade readers to adopt their view. Additionally, these 
writers delineated the process of childbirth as following a particular sequence of events. For 
example, according to Bard, in order to avoid interfering with Nature, birth attendants should 
learn about basic anatomy and the process of childbirth. He says, “Let, therefore, the student of 
midwifery, first, study the symptoms and progress of natural labours [...] whence he will learn 
the powers and resources of nature” (Bard 9-10). Bard claims that a midwife must know “every 
symptom which marks the progress of a natural labour when unassisted, or rather when 
undisturbed by art” (100). Then, Bard outlines four stages of labor: “the first is occupied in 
                                               
11 See Lives of eminent and illustrious Englishmen, ed. by G. G. Cunningham (309). 
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opening and dilating the internal orifice of the womb; the second in the passage of the child's 
head through the bones; the third in dilating the external orifice, and the delivery of the child; 
and the last in the delivery of the placenta, or the after-birth” (105). Bard emphasizes that the 
midwife must learn these phases in order to “avoid all unnecessary hurry and confusion: she will 
expect no more at any one period than is intended by nature to be then performed, and will 
patiently wait for its accomplishment” (106). Nature, here, is understood as the manifestation of 
God’s creative power that animates the world. To meddle in a natural process is to interfere in 
God’s process; to study and appreciate a natural process is to take an appropriately subservient 
role. The prescribed function of a birth attendant is to anticipate Nature and observe its efforts.     
In addition to establishing the general attributes of a natural birth and delineating its 
sequence, medical writers were also concerned with describing the female organs involved in 
childbirth. For example, Miller claims that, “All the soft parts concerned in parturition in a 
natural and healthy state, are prepared and disposed to dilate, they therefore make little resistance 
to the expulsion of the child, which is effected with very little exertion, and almost without pain” 
(17-18).  Miller’s assessment of women’s reproductive “parts” is based largely on the 
anthropological hermeneutic and previous childbirth literature. In his interpretation, ease in 
childbirth is associated with bodily softness, laxity and dilation, and painlessness. In a natural 
birth, Miller claims that the female body does little more than passively open; the main objective 
of the female body is to allow the mechanistic process of birth to be carried out by Nature.  
 Interestingly, even physicians who upheld the traditional doctrine on the necessity of 
pain, like John Vaughan, employed the obstetric hermeneutic—which further suggests the wide 
spread permeation of natural theology in early American medicine. As explained above, 
Vaughan asserts that childbirth pain was God’s just punishment of Eve’s sin. However, Vaughan 
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goes on to say, “But, I presume, we may very safely rest the question of pregnancy being a 
diseased state, on what may be termed natural principles; and we shall pursue the inquiry on the 
ground of experience and observation, without predilection for, or prejudice against existing 
authorities” (32; emphasis added). Here, Vaughan pivots, turning to the “safety” of “natural 
principles” and empirical scientific study. Natural principles—which are consistent with the 
hermeneutics of nature—are more stable, persuasive rhetorical material according to Vaughan, 
because they are not subject to the kind of doctrinal, dogmatic influences of “existing 
authorities.”  
 Based on his experience and study, Vaughan divides “pregnancy into different morbid 
stages [...] predicated on the progressive nature of impregnation, and the successive order of 
complaints incident to that state” (34). He outlines three stages of pregnancy: forming, irritable, 
and plethoric (33-34). Vaughan characterizes each stage based on the symptoms that accompany 
it, such as impaired appetite in the forming stage, sickness and vomiting during the irritable 
stage, and “pressure of the gravid uterus on the urinary organs, intestines, and the whole of the 
abdominal viscera” during the plethoric stage (33-34). Later, Vaughan states that, “The 
necessary disposition of pregnancy is towards plethora, or a progressively diseased state, with 
morbid uterine excitement” (156). Using the obstetric hermeneutic, Vaughan interprets these 
attributes, stages, and organ systems as integral to God’s design for procreation. He is not 
concerned with determining whether this Divine intention was original or an effect of “the fall.” 
Instead, the patterns Vaughan observes in his reflections on the female birthing body are 
evidence enough of God’s will. Like Rush, Vaughan concludes that pregnancy is, naturally, a 
“diseased” state. He contends, though, that there are some situations and complications that are 




The obstetric hermeneutic of natural birth established that bearing a new life into the 
world was comprehensible, predictable, and (to an extent) purposefully challenging. However, 
these writers argued that modern American women were suffering in excess. Women’s distress, 
a result of progressing civilization, was disordered and pathologic. As the antithesis of a natural 
birth, a difficult birth was defined by a contrasting set of characteristics, a disrupted sequence of 
a events, and “disturbed” female organs/systems. This obstetric hermeneutic of 
difficult/unnatural births reads the birthing body differently. In contrasts to eutocia (natural 
birth), dystocia (difficult birth) was regarded as indicative of physical and moral disorder.12 In 
this section, I explain how authors defined disordered childbirth and the particular situations they 
contend warrant medical intervention.  
 Rush writes, “The operations of nature in child-bearing, I believe, are not often deficient 
in force. Women who have been debilitated by pervious diseases, or by accidental evacuations of 
any kind, have generally very easy and natural labours” (“On the Means” 27). As above, Rush 
affirms that Nature is capable of powering childbirth, even in adverse situations. He asserts, “the 
difficulty and extreme pain of child-bearing arise chiefly from an excess of natural force, or from 
an improper direction of it” (“On the Means” 27). For Rush, Nature’s forces are the determining 
factor in both an “easy” childbirth and ones accompanied by difficulty and pain. Thus, in 
contrast to a natural birth, the primary characteristic of a difficult birth was the ineffectual efforts 
of Nature, and too much Natural force was particularly dangerous. Rush states that excessive 
Natural force “appears occasionally in great pains in the bowels, in hemorrhages from the uterus, 
                                               
12 English Physican-Accoucheur Samuel Merriman used these terms in A Synopsis of the Various Kinds of Difficult 
Parturition. Merriman’s synopsis was edited for publication in the United States in 1816 by Thomas C. James, 
Professor of Midwifery at the University of Pennsylvania. 
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in convulsions of the whole nervous system, in the total absence of contraction in the uterus from 
the suffocation of its morbid excitement, in the wrong position of the fœtus in utero, and the 
protraction of exquisite and fruitless pains far beyond the time necessary to exclude the fœtus” 
(“On the Means” 27). In short, the key marks of Nature’s inefficiency were prolonged labor, 
improper position of the child, and/or extreme pain. 
Depending on these indications, physicians distinguished several types of difficult labor. 
Bard defines “tedious” labor as lasting beyond 48 hours and “very difficult” labor as lasing 
beyond 3 days (134). Likewise, Brevitt defines “laborious or lingering” labor as “when the birth 
is protracted beyond the usual time, or cannot be accomplished without extraordinary assistance” 
(121). Brevitt also specifies that “when the child presents with any part or member of the body 
(the vertex or crown of the head excepted) it is justly esteemed preternatural, or contrary to the 
general order of nature” (Brevitt 162). Thus, one of the key features of the obstetric hermeneutic 
was the ability to distinguish between these various types of difficult/unnatural births.  
What caused Nature’s forces to go awry?  The obstetric hermeneutic also offered a 
perspective on the cause(s) of difficulty. Brevitt states that the causes of difficult labor “are very 
numerous,” including “erroneous treatment, rigidity of the parts of the mother, dryness, 
constrictions, tumors, distortions, &c” (144). Besides meddlesome midwifery, the main things 
that interfere with Nature’s forces are located in the woman’s body. Unlike the passive role of 
the body in a natural birth, Miller argues that childbirth difficulty is a direct effect of “the rigidity 
of the soft parts, and the irregular action of the uterus” (20). Difficulty in childbirth is associated 
with bodily firmness, rigidity and constriction, and excessive pain. According to Miller, this 
bodily irregularity (defined in contrast to the notion of a natural birth) was pathologic. He claims 
that modern “customs and habits of living” cause women’s reproductive structures to become 
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firm and rigid (Miller 18). Through the obstetric hermeneutic, Miller regards the birthing body as 
primarily the site of reproduction, and the body’s role in birth is considered secondary—often 
only perceived as hindering action.  
Thus, while Nature’s forces were the primary cause of difficulty, the female birthing 
body was also implicated. Ewell states that during “unnatural occurrences,” such as tedious or 
preternatural labor, women should employ a male physician. Lest women feel embarrassed, he 
reassures the reader by saying, “the exposure is not of parts in a natural state, but deranged” 
(Ewell 31). The female birthing body is regarded as unbalanced, and the term “deranged” confers 
a sort of bodily hysteria. In a difficult birth, Ewell suggests that the woman’s “parts” have gone 
mad. As explained above, medical writers believed modern American women’s bodies were 
increasingly corrupted by “civilization.” Social and industrial progress wreaked havoc, they 
imagined, on women’s reproductive organs (as well as their minds).  
Medical writers did not, primarily, think of births as easy/difficult, natural/unnatural, or 
(as we might today) natural/medical. Instead, early nineteenth century medical writers conceived 
of natural and difficult birth as a dichotomy. A natural birth was not necessarily an easy birth; 
pregnancy and childbirth were considered a “dis-ease.” Additionally, the definition of a difficult 
birth was not a reflection of women’s experience, rather it indicated the obstruction of Nature 
caused by human error (either modern defiance of God’s precepts or meddlesome birth 
attendants). Through the obstetric hermeneutic, medicinal writers describe modern American 
women’s difficulty in childbirth as unnatural, excessive, and warranting intervention.  
To sum up, American physicians drew on Christian natural theology and employed a 
hermeneutic of nature to produce anthropologic and obstetric knowledge about childbirth. They 
extrapolated God’s intention for procreation from patterns of human experience. Their 
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interpretations led them to conclude that childbirth pain was conditional and warranted medical 
treatment. This was a significant, essential change that legitimized male physicians’ treatment of 
parturient women.  
Section 2.3: Birth Medicine Theodicy and Techne 
 What is at stake in the uptake of natural theology and medical writers use of the 
hermeneutics of nature? In this section, I explain how this framework provided an explanation 
for the problem of women’s suffering that avoided particular theological complications. 
Additionally, I show how the hermeneutics of nature informed when and how medical techne 
could be applied to childbirth.  
Medicine as God’s Provision Theodicy 
If God designed the female body for procreation, why do women suffer pain, injury, or 
even death from childbirth? Early nineteenth century American medical scientists offered a 
perspective on this theological complication. By combining biblical and anthropological 
hermeneutics, physicians argued that God did not inflict or intend women’s agony. However, this 
did not resolve the problem completely. If God was truly powerful, why permit such agony, even 
passively? Christian physicians presumed that God was beneficent, purposeful in providing good 
things. Therefore, if God had not established health (or an easy childbirth) as natural law, then 
God must have provided for humans in another way. The Divine designation, they argued, was 
human intellect and scientific medicine. Johnson claims that by understanding “God’s 
providence as reflected in the highest use of the best knowledge for the good of all, rather than in 
answers to individual appeals, then ‘Thy will be done’ could become a call to action rather than a 
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prayer of resignation” (297). This is precisely the view articulated by early nineteenth century 
medical scientists, which I propose calling “Medicine as God’s Provision” theodicy.13  
 In a later text, Rush (1809) acknowledges that “some divines” consider the symptoms and 
pains of childbirth “a standing and unchangeable punishment of the original disobedience of 
woman” (Medical Inquiries 373). However, he asserts,  
By contemplating the numerous instances in which it has pleased God to 
bless the labours and ingenuity of man, in lessening or destroying the 
effects of the curse inflicting upon the earth, and by attending to the 
histories of the total exemption from pain in child-bearing that are 
recorded of the women in the Brasils [sic], Calabria, and some parts of 
Africa, and of the small degrees of it which are felt by the Turkish women, 
who reduce their systems by frequent purges of sweet oil during 
pregnancy, I was induced to believe pain does not accompany child-
bearing by an immutable decree of heaven. (Medical Inquiries 374)  
 
Historical and anthropological evidence, Rush argues, shows that the curse in Genesis 3 does not 
describe an unchangeable reality. Rather, he contends that God’s curse provided an impetus for 
human ingenuity.  
  Further, Rush’s conception of childbirth as “disease” reflects his faith in God’s role in 
creation and men’s role in stewarding creation through medical science, particularly to alleviate 
suffering.14 According to Rush and other medical writers, the “operations” of childbirth are 
orchestrated by divine design and function perfectly when the “natural forces” suite the purpose, 
which they claim accounts for the majority of childbirths. Bard writes, “in at least ninety-nine 
cases out of a hundred, nature will be found perfectly equal to a safe and happy delivery; and it 
                                               
13 Here, I am playing off of Johnson’s concept of “Science as God’ Provision.” In her study, Johnson investigates 
the development of the diphtheria vaccine in the late nineteenth century. The scientific, technological context of 
Johnson’s study differs significantly from the early nineteenth century world. Therefore, I use the phrase “Medicine 
as God’s Provision” to indicate a narrower emphasis on a coalition between Christian faith and medical study and 
practice. 
 
14 I use “men” here intentionally, since Rush’s mentality was thoroughly patriarchal.  
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will be accomplished with as little pain, and in as short a space of time, as is consistent with the 
woman’s safety” (Bard 133). However, things sometimes went awry. Rush explains childbirth 
pain by saying, “The operations of nature in this disease, as in most others, are excessive, 
deficient, or not properly directed to accomplish her purposes” (27). This explanation is 
consistent with natural theology. As Johnson states, natural theologies often rationalize suffering 
by claiming that “it is inevitable that natural laws (in the main good) sometimes interact in a way 
that produces evil and suffering” (29-20). In other words, although God set natural laws in place 
at creation, the universe is not wholly pre-determined. Christian physicians assumed that 
creation—originally good and perfect—was liable to mutation. The curse on Eve is thus 
reinterpreted as the moment when God permitted this indeterminacy to effect childbirth. Illness 
and women’s suffering in childbirth could be explained as an effect of this flux, without 
undermining God’s providence. 
The primary cause of childbirth difficulty, these authors argue, was society’s disregard 
for natural laws. In the opening of his letter, Vaughan urges physicians to treat “those afflictions 
which harass the feeble females of civilized countries” (31). He contends that “the complaints of 
pregnancy [are] much aggravated by refined modes and manners” (Vaughan 33). Thus, like 
others, Vaughan suggests that the natural process of childbirth is disrupted by the artificiality of 
society. Therefore, Vaughan’s argument for medical treatment is less about resolving the 
ubiquity of women’s suffering. He uses both scriptural exegesis and a hermeneutic of nature to 
confirm that childbearing is a cursed, “diseased” process. Instead, Vaughan’s concern is the 
unique type of suffering experienced by modern American women, because the “disease” of 
pregnancy has been exacerbated. He claims that “civilization” has produced bodily “habits” that 
are antagonistic to the divinely-prescribed operations of procreation, such as the “habits of 
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abortion and premature parturition” (157). Thus, medicinal intervention is offered as a means to 
reduce the negative effects of society on the female body.  
Although these writers go to great lengths to affirm the agency of Nature in childbirth, 
they carve out an important space for medical inventions by male attendants. In doing so, these 
medical writers are engaging in deeply theological work, grappling with questions of theodicy. 
Brevitt epitomizes this by framing his work on midwifery with the epigraph “Medicine is God's 
second cause of Health.”15 This quote demonstrates his belief that medicine is God’s provision 
for alleviating illness and suffering in the world. God had willed scientific medicine to be an 
extension of providence. By studying nature and intervening accordingly, “humanity could 
harness knowledge of natural law to alleviate and reduce suffering” (Johnson 302). By turning 
their attention to Nature, as the source of divine knowledge and wisdom, physicians could heal 
disordered bodies, souls, and communities—as God (they presumed) intended. Ultimately, in 
this theodicy, medicine is conferred theological, doxological, and evangelical significance; the 
practice of medicine was a way to know God, worship God, and lead others toward God. 
Medical Techne 
Natural theology not only provided the rationale for medical intervention, it also 
informed the type of medical techne practitioners developed. Techne refers to the creative 
application of knowledge in an art or craft, like basket-weaving, rhetoric, or medicine. 
Rhetorically, it signifies the way rhetors draw on their prior knowledge to develop messages for 
real audiences in bounded situations. In the Hippocratic tradition, medical techne “denoted a 
realm of knowledge that was contingent upon the specific context, patient, and symptoms, which 
a physician would consider in relation to their prior experiences to determine the most 
                                               
15 As best I can find, this quote comes from Motherby's Medical Dictionary (1775). 
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appropriate healing practice for each case” (Edwell et al. 3). Hermeneutics are an antecedent to 
techne; the establishment of meaning through practices of perception, evaluation, and 
interpretation provides the basis for the teachable-knowledge and skills that compose a particular 
techne. Bard expresses this when he advocates that midwifery/obstetric trainees first “study the 
symptoms and progress of natural labours [...] whence he will learn the powers and resources of 
nature” (9-10). The hermeneutic of nature is, for Bard, the optimal method for understanding the 
birthing body. Bard continues, “and when he is fully acquainted with these, he will be enabled to 
form a more just opinion, when he ought to have recourses to art” (10). Study of Nature informs 
medical practitioners judgment about when to employ medical techne. In contrast, Bard critiques 
the ‘unjust’ opinion of physicians/obstetricians who deny or are ignorant of the divinely-
instituted “powers and resources of nature.” He argues that only those who comprehend and 
appreciate Nature should be authorized to intervene and practice the techne of medicine, 
particularly obstetrics, on the birthing body. In this section, I explain how the hermeneutics of 
nature informed medical writers’ sense of when and how to intervene when difficulty arose.  
 As discussed above, medical writers used biblical hermeneutics to reimagine Eve’s curse 
as the original exigence for obstetric medicine, and they employed the hermeneutics of nature to 
determine when birth medicine was appropriate. Two rhetorical concepts are at play in this 
process: kairos and krisis. Kairos refers to the timeliness of a decision, message, or action. 
Relatedly, krisis indicates judgment, a decisive moment for an individual (see Edwin Black 95). 
While a variety of circumstances can create crises, a krisis situation provokes practical, 
deliberative judgment (see Rice). The timeliness of obstetric medicine was closely related to 
practitioner’s ability to judge the situation. 
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Having great faith in the powers of Nature, domestic medicine authors assert that 
attendants should generally be passive in providing support. Bard insists that the midwife “is 
never to interfere in the natural progress of labour” (100). Similarly, Brevitt instructs his reader 
to “wait with patience” (154). He goes on to say, “it is astonishing how much is done by waiting 
patiently for nature’s own efforts, and she will commonly complete the business without your 
extraordinary assistance” (Brevitt 154). Likewise, Ewell states, “The great secret to be pressed 
on your minds in the very beginning of this subject, is, do nothing, leave nature to herself, allow 
only the involuntary powers to operate” (145; emphasis added). The duty of the attendant is 
“merely to receive what nature gives up” (Ewell 145). Thus, one of the primary concerns in the 
midwifery manuals is that birth attends know when not to act.   
 Moreover, reliance on Nature was the basis for arguing against medical interventions. 
Bard laments that untrained physicians sometimes approach childbirth with the brutality of 
British obstetric surgeons. He contends that, “the use of instruments [...] as too frequently 
employed by the unskillful, is more desperate than the most desperate case of labour left to 
nature” (4). In his review of obstetrics, Bard intentionally leaves out William Smellie, the 
famous Scottish obstetrician who popularized forceps. Bard explains, “although a great improver 
of the art of midwifery, Smillie certainly was not acquainted with all the resources of nature in 
their full extent” (8).  Moreover, Bard writes, “I believe we may certainly conclude that the 
person who, in proportion to the extent of his practice, meets with most occasions for the use of 
instruments, knows least of the powers of nature; and that he who boasts of his skill in their 
application, is a very dangerous man” (9). Through study of Nature, physicians come to know 
the divinely-prescribed process of childbirth and the divine powers that conduct it. Ignorance or 
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defiance of Nature was a form of hubris tantamount blasphemy. As Bard, Brevitt, and Ewell 
describe it, natural birth was sacrosanct, an inviolable process.   
However, not all births followed the “natural birth” scheme. Writers argued that difficult 
births required medical krisis (judgment) and intervention; difficult birth was the kairos for 
medical techne. In his list of occurrences that “may greatly distress the patient, precipitate 
labour, or render it unnaturally tedious and difficult,” Bard describes two situations that 
necessitate calling a physician (135). He says, “Convulsions, occurring at the beginning or 
during the continuance of labour, are always to be considered dangerous, and the best advice and 
assistance should be procured as soon as possible” (147). Further, the primary reason that Bard 
gives for seeking assistance is “when […] the labour is protracted to a tedious length, the 
patient's strength begins to decline, her pulse grows weak, and the external parts begin to swell” 
(146-147). At this point, he says, “danger is to be apprehended, and the best advice and 
assistance should be procured" (147). In such cases, Bard allows that, “the interposition of art, 
and the use of instruments may become necessary” (147). Despite all of his affirmations that 
Nature is a capable agent of childbirth, Bard dramatically concedes tedious and difficult births by 
stipulating that exhaustion and weakness should be regarded as “dangerous.”  
Similarly, although Ewell vehemently opposed the “practice of calling on men in 
ordinary births,” he makes an exception for difficult births (24). He asserts that, in these 
situations, “the woman becomes a patient for his operation; is a subject of commiseration; and 
the solicitude to remove her danger and agonies is the only thought a man can have” (Ewell 31). 
According to Ewell, the most serious situation that warrants consulting with a male physician is 
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flooding.16 He writes, “There are few situations of greater terror or alarm, than a woman flooding 
at the latter end of pregnancy” (Ewell 131). Women in this state need medical aid, and Ewell 
goes so far as to say that “religion” and the principle of “future usefulness” require medical men 
to intervene and excuse any accusation of indecency (Ewell 31). When these things occur, 
intervention was warranted to prevent a tragic outcome.   
Having established the right time to act, the nascent birth medicine techne of the early 
nineteenth century promoted heroic medical practices aimed toward subduing or redirecting the 
“natural forces” of childbirth in order to ease the birthing woman’s suffering. For example, 
Miller writes that, “the indications of lessening pain, are, to give to the soft parts a disposition to 
dilate, and to restore the uterus to its natural and healthy action” (20). To relax the uterus, Miller 
prescribes opium, warm baths, “mechanical dilatation,” and bloodletting (21). Likewise, Rush 
advocates bloodletting to “control” the “morbid excitement of the uterus” and promote dilation 
(28). In cases of convulsions, Bard explains that the women may need to be administered drugs 
or “an experienced operator” may need to manually extract the child from the womb (147). 
When a women’s distress becomes “unnatural” due to prolonged labor, Bard instructs physicians 
to perform obstetric procedures. As a last resort, Ewell states that the physician may “produce an 
immediate abortion” (125).17 Losing the child was tragic; however, physicians had little 
                                               
16 “Flooding” was an imprecise term used to describe an excessive flow of blood and fluids, such as during 
menstrual bleeding (menorrhagia), an obstetric hemorrhage, or exsanguination from placenta previa or other 
complication.  
 
17 Ewell is cautious in prescribing abortion. He says, “Unless the danger be very pressing, the advice or direction of 
physician should be taken before the destruction of the child” (126). Nonetheless, Ewell says, “It should, however, 
be always remembered, that the life of the child is not to be compared with that of the mother” (Ewell 127). 
Moreover, in defense of self-induced abortions, he writes, “better to do it, so as to save the mother’s life for 
repentance” (Ewell 132). Bear in mind that Ewell is speaking only about situations he regards as extreme. More 
generally, he opposes abortions and warns about “habits” of the womb. Ewell writes, “From the recurrences of 
abortions the womb is very apt to get in such a state, that it will not enlarge beyond a certain size, and as soon as it 
arrives at this size, it contracts, and expels its contents, as if from habit. This affords a powerful reason for doing all 




understanding of fetal development and few pediatric therapies. So, physicians focused their 
efforts on facilitating labor or, if the situation was dire, on saving the mother.  
Throughout these texts, male physicians are presented as God’s emissaries for difficult 
situations. Rush says, “In our attempts, therefore, to improve and extend the means of lessening 
them [childbirth pains], we do but develop the kind and benevolent disposition of the Creator of 
the world to the human race” (26-27).18 Rush implies that God’s ultimate will is to lessen 
suffering and enable human flourishing. To the extent that scientific medicine participates in this 
project, it is an extension of God’s providence and the sympathetic physician is paralleled with 
the Divine. Thus, the hermeneutic of nature both informed medical techne and engendered 
Christian physicians who promoted medicine as God’s providence with a sense of Divine 
ordination. 
Conclusion 
In this chapter, I have shown that natural theology was integral to the development of 
American birth medicine. Natural theology is a resilient and durable framework. During the 
nineteenth century, John Hedley Brooke (1991) explains that natural theology served a “unifying 
function for scientists who were either clerics or deeply committed to a religious interpretation of 
nature,” and it functioned “as a mediating agent between different theological positions, when 
the object was to avoid religious and political discord” (287). In light of its social and political 
utility, it is important to keep in mind that natural theology was not “politically neutral” (Brooke 
288). As Brooke points out, natural theology enabled and protected a privileged alliance between 
mainline Christianity and universities (288). This alliance can be observed in the history of 
                                               
18 Miller uses this quote as the epigraph of his medical dissertation. 
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American medical education, such as at the College of New Jersey where Dr. Rush studied and 
taught.  
 Further, natural theology influenced scientific theory and practice. Brooke states, “Belief 
in nature as a designed system might regulate scientific thinking both in the choice of problems 
and in the construction of acceptable solutions” (291). He says this influence is particularly 
obvious in the field of anatomy, where medical scientists endeavored to produce a physico-
theology (Brooke 291). Appreciation for “divine craftsmanship” in the human body elevated the 
practice of dissection as a doxological ritual (Brook 292). Likewise, as I have shown, American 
physicians interpreted childbirth as a mechanistic process indicative of an intelligent creator. 
Using their realist approach, medical scientists imagined the Divine though “a conceptual outline 
of an ideal reality, the details of which are to be filled in by investigating the reality in which we 
live as though its fundamental nature were that of the ideal” (Dilworth 184). Moreover, where 
God’s ideal design for childbirth had been disrupted (by the flux of an indeterminate world or the 
corrupting influence of civilization), scientific medicine was the remedy. Miller states that 
women are “subject to a long train of suffering and distress in consequence of complying with a 
duty imposed upon them by the great author of nature, for the purpose of propagating the human 
race” (11-12).  He concludes, “They have therefore, a strong claim, not only to our sympathy; 
but also to every exertion that can be made to alleviate their pains” (Miller 12). Christian 
physicians felt called by God to alleviate women’s suffering using the techne of medical science.  
In sum, early American protestants, having taken charge of building a new nation, 
imbued political, social, and economic institutions with their deeply held religious beliefs and 
commitments. While local churches still played a major role in shaping communities, other 
institutions helped to mediate assorted Protestant views by establishing points of concordance. 
 61 
 
Christian medical leaders asserted that Nature represented God’s good and healthful plan for 
creation—a claim that most Christians in America affirmed. From this belief, medical men 
argued that God did not intend childbirth to be debilitating. Called by God and brethren, 
physicians were moved to treat modern American women in childbirth, and women—equipped 









CHAPTER 3 – MEDICATING EVE’S CURSE: PROTESTANT TERMS IN MID-
CENTURY MEDICAL DISCOURSE ABOUT CHILDBIRTH  
 
We are logical (logos: word) when we specifically state the nature of a problem and then go see 
within the terms of this specific statement. 
—Kenneth Burke, Permanence and Change 
 
Every woman is an Eve, and forbidden fruits are all around her. 
—Thomas Nichols, The Curse Removed 
 
Introduction 
Throughout the nineteenth century, Protestant Christianity was essential to the fabric of 
American society. Comparative literature scholar Carolyn A. Haynes argues that “religion in 
nineteenth century U.S. culture cannot be cordoned off from other discursive systems” (xix). She 
claims that Protestantism “formed both a generative and structuring principle; it enabled 
individuals to recognize possibilities for action, while it also prevented recognition of other 
potentialities” (Haynes xix). Like Haynes, other scholars have argued that Protestant ideologic 
hegemony characterized the United States in the antebellum era (e.g., Mark Noll's “Protestant 
consensus;” Tracy Fessenden’s “nonspecific Protestantism”). Sonia Hazard describes the 
Protestant worldview as an “entanglement” of epistemology, politics, and piety (610). She writes 
that, “through common sense epistemology, people could know the world; through republican 
politics, change the world; and through evangelical piety, win salvation in the afterworld” 
(Hazard 610-611). Rhetorically, Protestantism played a major role in determining which 
perspectives were salient and which arguments were effective. Protestant Christianity, to borrow 
a concept from Kenneth Burke, was a dominant “terministic screen” (LSA [Language as 
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Symbolic Action], 49).  The vocabulary of Protestantism acted as a lens, influencing how 
Protestant thinkers perceived and understood the world.  
Not surprisingly, during the mid-century, Protestant terms continued to percolate into 
medical literature about childbirth. For example, Alva Curtis (1841) describes nature as 
organized by “the Great Author.” Thomas Nichols (1850), quoted in the epigraph, calls “every 
woman an Eve” and warns that the temptations of modern life cause women to suffer in 
childbirth. Walter Channing (1848) argues that the job of Christian physicians is to “abolish pain, 
preserve health, soften toil, develop mind and heart, and so make some approach to that spiritual 
elevation which is the inspiration of our religion, and the object and end of our highest 
aspirations” (152). This terministic fusion of religion and medicine was commonplace during the 
antebellum era. 
However, rhetoric scholars have not fully accounted for the origin and influence of 
Protestant terms in medical discourse about human reproduction. Thus, my aim in this chapter is 
to clarify how the terministic screen of Protestant Christianity shaped the way medical rhetors 
described childbirth and established “appropriate” medical responses. To begin, I briefly define 
the concept of terministic screen and outline my conceptual framework. Then, I introduce the 
primary texts analyzed in this chapter. My analysis investigates terminologies used by medical 
writers about nature, the body, and parturient pain in relation to evidential Christianity, 
Protestant reform, and Christian perfectionism. Ultimately, I show that “modern allopathic 
obstetrics” (defined below) inherited and naturalized a liberal Protestant worldview through 
these terms.   
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Key Term: Terministic Screens   
In Language as Symbolic Action, Burke explains that individuals experience only a “tiny 
sliver of reality” firsthand and, therefore, we must construct a larger picture of reality using 
symbol systems (5). Elsewhere, Burke writes that, “Humans seek for vocabularies that will be 
faithful reflections of reality” (Grammar 59). However, these “reflections” necessarily require 
“selection” and “deflection”—the inclusion and exclusion of certain aspects (Burke, Grammar, 
59). The symbolic, rhetorical repertoires we use to conceive and converse about the world are 
partial and consequential. Burke asserts, “We must use terministic screens, since we can’t say 
anything without the use of terms; whatever terms we use, they necessarily constitute a 
corresponding kind of screen; and any such screen necessarily directs the attention to one field 
rather than another” (LSA, 50). Put simply, what we conceive to be reality is fashioned by the 
terms we use to name and calculate the world. In Grammar of Motives, Burke uses 
“terminology” and “to term” interchangeably with “calculus” and “to calculate” (59). This 
analogy highlights the rhetorical function of symbolic repertoires to “determine” or “establish” 
how we perceive and conceive the world.   
Further, I am combining Burke’s concept of terministic screens with Jenny Edbauer’s 
ideas about rhetorical ecologies. Against homeostatic models of human communication, Edbauer 
explains that rhetorical situations are part of “an ongoing social flux. Situations bleed into the 
concatenation of public interaction. Public interactions bleed into wider social processes. The 
elements of rhetorical situations simply bleed” (9; emphasis in original). Thus, she theorizes 
public rhetoric as “a circulating ecology of effects, enactments, and events” (9). Building on 
Edbauer, my analysis attends to the religious situations and discourses that “bleed” into medical 
texts as well as into wider social understandings of childbirth.  
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Investigating rhetorical ecologies involves tracing the flow or circulation of ideas 
between rhetors and discursive spheres. Somewhat differently, Burke says that investigating 
terministic screens “involves a methodic tracking down of the implications in the idea of 
symbolic action” (Burke, LSA, 54). According to Mike Allen, we should ask, “What conclusions 
are implicit in the terminologies used to make the observations? What insights do these terms 
enable?” (1748). Combining these methodologies, I identify medical writers’ key terms, unpack 
the Protestant influences that generated and structured medical calculations of childbirth, and 
evaluate the implications of these terms for medical thought and practice. Using this framework, 
I contend that the key terms of antebellum obstetrics were articulated in response to the evolution 
of American Protestantism, particularly Christian evidentialism, reform, and perfectionism.  
Introduction to Analysis 
In what follows, I analyze works by a variety of medical writers, including those 
considered “regular” or “allopathic” as well as sectarian. Regular medicine followed in the 
tradition of “old-school”19 heroic physicians such as Benjamin Rush. Historian Martin Steven 
Pernick explains that that Rush and his followers prescribed “heroic doses of depletive remedies, 
such as bloodletting, purging, emesis, and blistering” (29). Although these therapies were harsh, 
this approach to healing was not complex. Rush believed medicine should be a simple, universal 
system, and likeminded medical leaders advocated for the wide dissemination of medical 
knowledge (Pernick, 31-32). However, the hegemony of heroic medicine did not last. 
During the mid-nineteenth century, the physical, social, and intellectual landscape of the 
United States evolved rapidly. Key factors in this transformation included religious reform, 
urbanization, and the institution of slavery. By mid-century, American society was characterized 
                                               
19 J. W. Comfort (1845) uses this term to refer to heroic medicine. 
 66 
 
by numerous reform movements (e.g., abolition, women’s rights, temperance) and sectarian 
fractions—such as religious denominations (e.g., Methodists, Unitarians, Quakers) and medical 
systems (e.g., botanic, hydropathy, homeopathy).  
The explosion of sectarian medical literature starting in the 1830s was spurred in large 
part by the short-comings of old-school heroic treatments. Before the creation of anesthesia in 
the 1840s, regular physicians had very few strategies for relieving women’s pain in childbirth. 
Their primary tactics for assisting a suffering woman were blood-letting, ergot, manual 
techniques, and forceps. By draining women of copious amounts of blood, nearing the point of 
unconsciousness, blood-letting could be said to produce some “relief.” Ergot, a substance that 
induces uterine contractions, spurred the progress of labor. Manual techniques—such as 
rupturing the fetal membranes—and forceps were used to hasten delivery. These treatments 
rendered women “insensible” to pain and/or accelerated the process of childbirth. However, such 
treatments often exacerbated women’s suffering. Excessive blood-letting could halt the process 
of labor and greatly hinder women’s recovery from birth. Ergot could produce incredibly severe 
contractions and was associated with stillbirth. Manual techniques and forceps (as well as other 
obstetric instruments) could cause harm to the birthing woman and child. The failure of heroic 
medicine to deliver women and babies safely through childbirth contributed to public 
dissatisfaction with physicians’ severe yet ineffective treatments and provided exigence for the 
development of alternative approaches to midwifery/obstetrics in the mid-nineteenth century. 
During this time, midwifery became a relatively competitive marketplace. Women had 
some agency in choosing their attendant and the type of medical care they received (e.g., a 
female midwife, sectarian practitioner, or regular physician). In Brought to Bed: Childbearing in 
America, 1750-1950, historian Judith Walzer Leavitt explains that women’s reproductive 
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decisions in the antebellum period were largely shaped by class, location, and cultural affiliation. 
Urban middle- and upper-class women had means and access to the greatest range of medical 
services, and historical sources indicate that they exercised their influence. For example, A. L. 
Peirson describes a situation where a woman had “previously determined upon using it [ether], 
from the advice of her Boston friends, who had furnished her with [Walter Channing’s] report” 
on anesthetic use in midwifery (Channing 339). Unlike Peirson’s pro-ether patient, N. B. 
Shurtleff explains that many of his patients “preferred to trust to their powers of endurance, and 
have not used ether or chloroform, although [it was] in the room and at their disposal” (Channing 
349). Further, some women demanded old-school, heroic interventions. R. T. Trall, a water-cure 
practitioner, describes attending a woman who “insisted on being bled to relieve her breathing” 
and that no “remonstrance” could dissuade her (122). The point here is that women (particularly 
women in urban areas with financial means) had options, and it was up to the physician to 
persuade women that their course of treatment was best. Medical writers, aware of their patients’ 
religious sensibilities, used religious terms and tactics to persuade women to accept (and even 
endorse) their approach.  
Further, in composing medical treatises on midwifery/obstetrics, medical writers 
combined symbolic resources from the burgeoning realm of medical science with concepts and 
appeals from religion. American medical literature from the period demonstrates how medical 
rhetors adjusted their persuasive tactics in response to changing sensibilities (religious, social, 
and scientific) in order to win women’s patronage, secure the role of medicine as an aspect of 
social reform, and establish boundaries between competing perspectives. My aim here is to 




 In regards to regular medicine, I analyze William Potts Dewees’ (1833) A Compendious 
System of Midwifery (6th ed), which represents the old-school heroic approach. I also look at 
Charles Delucena Meigs’ Obstetrics: The Science and Art (1849). Meigs is often regarded as one 
of the “great men” in the history of obstetrics.20 I characterize his approach as “reformed old-
school” because he combines traditional works—such as Dewees—with an emphasis on natural 
law, offering a less brutal approach to obstetric care. I also analyze Walter Channing’s (1848) A 
Treatise on Etherization in Childbirth, Illustrated by Five Hundred and Eighty-One Cases, 
which includes his reflections on etherization (or anesthetics) as well as his correspondence with 
other American physicians. Pernick calls Channing’s perspective “conservative 
professionalism,” because it was “a self-consciously middle-of-the-road attempt to combine the 
powerful but heartless remedies of heroic medicine with the sympathetic impotence of the 
naturalistic tradition” (193). To avoid some of the confusion inherited by the term 
“conservative,” I describe the medical perspective Channing advances as a modern form of 
allopathy. 
Additionally, I consider how sectarian writers calculated their approaches. One of the 
earliest alternatives to heroic medicine was Samuel Thomson’s botanic method. In 1813, 
Thomson began patenting his herbal remedies. He sold rights to practice his approach (“Family 
Rights”) as well as memberships for the Friendly Botanic Society. In this chapter, I investigate L. 
Meeker Day’s (1833) Digest of Midwifery (an addendum to The Improved American Family 
Physician; or, Sick Man's Guide to Health), which illustrates how early Thomsonian 
practitioners adapted the system for midwifery. I also analyze two later Thomsonian works—
Lectures on midwifery and the forms of disease peculiar to women and children: Delivered to the 
                                               
20 For example, see Herbert Thomas.  
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members of the Botanico-Medical College of Ohio by Alva Curtis (1841) and Thomsonian 
Practice of Midwifery and Treatment of Complaints Peculiar to Women and Children by J. W. 
Comfort (1845).  
Additionally, I consider “naturalistic” medical approaches, such as hydrotherapy. Pernick 
explains that “naturalistic professionalism stressed the practitioner’s obligation to avoid harming 
the patient while nature did the healing” (35). Thus, naturalistic physicians expressed a deep faith 
in “the Laws of Nature: hygiene, exercise, rest, temperance,” etc. (Pernick, 35-36). Further, 
naturalistic practitioners tended to adapt their treatment for each patient (unlike the universalism 
of heroic and Thomsonian medicine). However, because of their individualism, Pernick claims 
that naturalistic practitioners “emphasized patient self-reliance and individual responsibility for 
one’s own health,” which lead them to blame sufferers for their diseases (42). Relatedly, these 
sectarian leaders were often strong promoters of domestic (or “self-help”) medicine, and they 
were egalitarian in regards to medical knowledge, marketing their treatments as affordable, safe, 
and effective alternatives to heroic medicine. From this arena, I consider Frederick Hollick’s 
(1848) The Matron's Manual of Midwifery and the Diseases of Woman during Pregnancy and in 
Child Bed, Thomas Nichols’ (1850) The Curse Removed: A Statement of Facts Respecting the 
Efficacy of Water-Cure in the Treatment of Uterine Diseases, and the Removal of the Pains and 
Perils of Pregnancy and Childbirth, and Mary S. Grove Nichols’ (1852) discussion of childbirth 
in Experience in Water Cure.  
Considered together, these texts represent the breadth of mid-nineteenth century medical 
perspectives on childbirth; however, I contend that Protestantism was essential to how all of 
them termed and responded to childbirth. My analysis complicates the assumption that 
distinctions between medical systems are evidence of allopathy becoming “secular” while 
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sectarians remained “religious.” Instead, I argue that disagreements reflect a honing of rhetors’ 
calculations within the terms of Protestantism. According to Wayne C. Booth, desire for 
complete coherency and perfection leads rhetors to continually refine terministic screens. Booth 
explains,  
Each symbolic actor is thus tempted to transcend all limitations by climbing a 
hierarchy of values implicit in his language, finally discovering the full and final 
meaning of his initial choice. Each screen tends thus to distort the whole of things 
by exploiting a partial view that pretends to be the whole and that struggles to 
perfect itself by triumphing over all other views. The result is of course more 
conflict. (11) 
 
This process explains how terministic screens emerge from particular rhetorical ecologies to 
become expansive and persuasive. Likewise, in the diverse milieu of antebellum America, 
medical writers parsed terms and recalibrated definitions as part of their project to establish the 
authority of their vocabulary. By delineating the discursive trends of emerging medical 
discourses, I show how the percolation of Protestant terms into medical discourse was essential 
to medical constructions of the body and pain and, ultimately, supported medical interventions 
for childbirth.  
Section 3.1 – Evidential Christianity & Nature 
 Physicians in the nineteenth century often wrote about childbirth in terms of nature. 
Recall from Chapter 2 that early American medical writers described nature as an active force. 
For example, Joseph Brevitt (1810) defined “natural labor” as “when the head presents at the full 
time, and the delivery is completed in a reasonable time, by the efforts of nature” (121; emphasis 
added). Nature, in this view, is animated by the Divine and capable of action. In some cases, 
nature even functioned as a metonym for God or Divine agency. These writers employed the 
tools of natural theology, which interprets patterns in nature in terms of design and, by 
implication, a Divine designer.  
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Thus, the terministic screen of natural theology conceives of the natural world in terms of 
a Transcendent realm that provides an explanation for the origins and purpose of the material 
world. Burke explains that “the makings of Transcendence” are present whenever “we consider 
things in terms of a broader scope than the terms for those particular things themselves” (LSA, 
200). According to Burke, the symbolic function of transcendence is “the building of a 
terministic bridge whereby one realm is transcended by being viewed in terms of a realm 
‘beyond’ it” (LSA 187; emphasis in original). Likewise, medical writers regarded nature as the 
product of Divine action—and therefore they observed Divine purpose in its operations. For 
these writers, “the everyday world” was “interpreted as a diversity of means for carrying out a 
unitary purpose […] that is situated in an ultimate realm beyond the here and now” (Burke LSA 
190-191; emphasis in original). Throughout the mid-nineteenth century, medical writers 
continued to interpret childbirth through this transcendent terministic screen that viewed nature 
as possessing agency.  
 However, religious views about transcendence were evolving during this period and 
shifting terminologies about nature are indicative of this flux. According to historian of religion 
E. Brooks Holifield, one significant aspect of this evolution in American religion was the rise of 
what he terms “evidential Christianity.” Holifield describes evidential Christianity as Baconian-
style theology, “a style calling for empirical, inductive, and nonspeculative modes of thought” 
(159). Further, evidential Christianity drew on natural theology and frequently employed 
analogical reasoning (Holifield 186). Holifield states that denominations that embraced 
evidential Christianity—such as Unitarians, Universalists, Methodists, etc.— expressed a deep 
“confidence in the unity of truth” between theology and natural science (185). In this section, I 
contend that evidential Christianity informed medical writers’ calculations of childbirth by 
 72 
 
supplying terms about God’s creative actions, laws, and purposes, which then dictated 
appropriate human actions.   
Infallible Natural Law 
In the introduction to his book, Curtis quotes several passages from Percival Willughby’s 
Observations in Midwifery (published in the seventeenth century). Willughby was one of the 
earliest British man-midwives, and he employed analogic reasoning to characterize childbirth 
and convince midwives to be passive attendants. Willughby writes, “The proceedings of nature 
in ripening her fruits, in bursting the husks of walnuts and almonds and opening the shells of 
eggs without force, when ripe, should teach midwives patience, and persuade them to let nature 
alone to perform her own work” (qtd. in Curtis 6). Willughby compares pregnancy and childbirth 
to the “ripening” of fruit, and he likens babies’ passage from womb to world with nut hulls 
bursting and chicks hatching. He characterizes these processes as happening “without force” or 
outside assistance.  
 Curtis echoes these terms when he states,  
As in the superfluity of seeds or eggs, produced by a single plant or insect, 
fish or bird &c., when circumstances do not favor their being used for 
reproduction, may be devoured by animals or returned to the earth 
unproductive; so in every department of the economy of the Great Author 
of all other contrivances and agencies whose existences or mode of 
existence are subjected to the influence of conditions or circumstances, 
there is a superabundant provision of means, both to accomplish the great 
end in view, and the prevent the excess of those means, from doing any 
injury, if not to turn it into other channels for good. (12-13) 
 
Curtis contends that God designed the world as an “economy” of resources. He claims that “the 
Great Author” arranged this economy to maximize success (“a superabundant provision of 
means”) and minimize harm. Curtis reasons that human reproduction mirrors the “superfluity” or 
procreative abundance among plants and other animals. Therefore, he argues that even when 
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something goes awry, Divine design is such that no great harm should occur. Further on, he 
elaborates the process of labor through another analogy from nature. He writes, “During the 
period of this relaxation, the deciduous membrane, now called the placenta, as also the fœtus, 
arrives at maturity, and, like a ripe apple is ready to quit its strong hold upon the parent” (46). 
Here again, childbirth is likened to the harvest of ripe fruit. In these passages, Curtis’ terms 
reveal his assumption that the natural world manifests a Divine teleological design. He depicts 
the propagation of plants and animals as contingent on circumstances; however, he asserts that 
the “the Great Author” established the natural order such that procreation is likely to succeed.  
 Although mid-century allopathic writers rarely referred to nature as an agented force, 
many were still invested in observing and obeying Divine natural laws. For example, Meigs 
describes the “the universality of the law of periodicity” (or reproductive cycles) by elaborating 
on patterns in nature. He claims, “In the vegetable, as in the animal kingdom of Nature, we 
clearly perceive, on every hand, the wide-spread reign of this law […]. The grasses, and flowers, 
and fruit trees, raise this great annual hymn to show the continued will, power, and beneficence 
of God; and the whole of the insect tribes, the worms, the fishes, birds, and mammals, are under 
a perfect obedience to the same great force” (Meigs 123). The “universality” of reproductive 
cycles (which Meigs equates with menstruation) is regarded as evidence of the created order, and 
this order is interpreted in terms of a Creator.  
 In addition to perceiving Divine creative action in patterns and universality in nature, 
medical writers also described the female body in terms of Divine teleological design. 
Teleological arguments presumed that nature had been designed for a purpose, and such 
arguments were essential to evidential Christianity as means of confirming God’s existence and 
integrating scientific claims with the Protestant worldview. Protestants asserted that human 
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reason and divine revelation work in tandem; through science, humans could glimpse the divine 
plan.21 Literary scholar Katherine Calloway terms this purpose-driven argument “anthropocentric 
teleology,” because “the vast majority of natural purposes uncovered by this method conduce to 
human existence and flourishing” (Calloway 19). For example, Curtis states, “The principle 
object in the peculiar structure of the female body, was its adaptation to the continuance of its 
species” (13). Likewise, Meigs writes, “In the development of the gravid uterus and its contents, 
we behold a wonderful adaptation of the parts to the purpose they are destined to fulfill; since the 
growth of the child would, if continued indefinitely, make its delivery impossible, and therefore 
the Author of nature has, by a simple law, provided against such a fatal contingency” (Meigs 
251). The “adaptation of the parts to the purpose” is a clear expression of anthropocentric 
teleology. Meigs regards such “adaptation” as evidence of an “Author” who is in control of the 
material world. Similarly, T. Nichols explains the function of the uterus through an appeal to 
intelligent design. He states, the uterus “performs its own proper functions just as the lungs, the 
heart, or the stomach perform theirs; because it was formed by the same Infinite Wisdom and 
Goodness, who ordained that pain and sorrow should be the consequence of sin, and who ordains 
that health and happiness shall ever be the result of obedience to the laws of life” (T. Nichols 8). 
Here again, form and function are regarded in terms of Divine design, and natural laws are 
ascribed physical and moral significance. Although writers are primarily constructing medical 
knowledge claims, their arguments are dependent on theological presumptions, and in making 
these claims, they inherently also construct theological knowledge claims about God’s purpose 
and character. 
                                               
21 Theologians, like Charles Hodge, warned that without teleology science would falter into atheism (Holifield 381).   
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 For these medical writers, belief that the workings of nature were instituted and under the 
control of God engendered a submissive, often passive role for the medical practitioner. For 
instance, Meigs opposes the practice of giving newborns food or drink (besides breastmilk). He 
writes, “While the Divine Author of Nature has ordained that children shall be born, he has also 
ordained the plenary abundance of their food shall not, as a general rule, be provided to them 
until the third day after birth” (619). While waiting for the mother’s milk to come in, birth 
attendants sometimes supplemented feedings with “mixtures of saccharine [sugar] matter, of 
gruel, or of the milk of quadrupeds” (Meigs 619). Meigs claims that feeding newborns “these 
detestable mixtures” is “a direct flying in the face of Providence, as acting in direct contravention 
to the law of nature, which is but the command of God” (619). Failure to obey this Divine 
ordinance is regarded as blasphemy and hubris. Thus, the way writers calculated nature was 
essential to determining the role of childbirth attendants. If nature is an active force, then to 
intervene is to interfere—and if one ascribes Divine will to nature then interference is 
blasphemous. Given these terms, many physicians urged attendants to defer to the authority of 
nature.  
 Moreover, physicians’ understanding of professional values was informed by their belief 
in Divine natural law. Meigs laments “the doubtful nature of any processes, that the physician 
sets up, to contravene the operation of those natural and physiological forces that the Divinity 
has ordained us to enjoy or to suffer” (319). Meigs’ characterization of the world is consistent 
with the orthodox religious view that “revelation is immutable and unchanging,” and his 
Christian faith was expressed through his attempt to “reconcile real-world experience and 
phenomena with the unchanging truths of revelation” (Garvey 39). This worldview shapes how 
 76 
 
Meigs understands his professional responsibility—namely, that natural laws provide a limit to 
physicians’ authority. Meigs states,  
While, therefore, we may assume the privilege to control, check and 
diminish the pains of labor when they become so great as to be properly 
deemed pathological, I deny that we have the professional right, in order 
to prevent or obviate them, to place the lives of women on the hazard of 
that progress of anesthesia, whose laws are not, and probably can never be 
ascertained so to be foreknown (319).  
 
Meigs’ high regard for nature and his temperance in performing heroic medical treatments on 
birthing women indicates that his practice was “reformed.” (However, his reticence to embrace 
anesthesia put him at odds with more liberal-minded allopathic innovators.) 
Further, many sectarian practitioners urged adherents to surrender to the powers of nature 
rather than to the skills and expertise of educated men. T. Nichols states that the water-cure 
treatment “surrounds the patient with all the conditions of health, and trusting in to the 
recuperative energies of nature, aids them by the inventions of art” (16). Sectarian therapies are 
often spoken of as an “aid” for nature. T. Nichols writes, “we trust nature to do her own work, 
giving all the aid she requires, and careful not to obstruct or derange her beneficent operations” 
(16). Similarly, Day says “our reliance must still be upon the powers of nature. We may however 
aid her efforts by warm fomentations of bitter herbs, often applied to the lower parts of the belly, 
which will prove relaxing, and will facilitate the labour” (22). These writers characterize nature 
as a “health preserving power.” and their prescriptions are intended to support the “struggle of 
nature” for health (Comfort 211). 
However, some medical writers were suspicious of nature’s capabilities. According to 
Dewees, the general cause of difficulty in childbirth is that “nature is not competent to all 
exigencies” (xii). In situations where the powers of nature cannot be trusted, Dewees asserts that 
medical men must be trained and ready to save women from death’s grasp. Moreover, Channing 
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challenges the notion that the universality of a phenomena equates to naturalness or necessity. 
He says, “heretofore the universal experience had taught [pain] was as natural and as necessary 
as it was incidental to the circumstances under which it occurred” (28). Channing claims that the 
development of anesthetics refutes this presumption. He argues that medical thinkers have 
misjudged parturient pain by claiming it is “universal” and therefore “natural.” Dewees and 
Channing continued to speak about natural laws instituted by the Divine at creation; however, 
they did not describe the material world in terms of God’s continual action in the particulars of 
human reproduction. These writers emphasized irregularity and variability in nature. Refining 
this vocabulary enabled new intellectual convictions. In particular, by not ascribing normative 
value to the motions of nature, medical interventions became more palatable.  
 To sum up, medical writers talked about nature in terms that are consistent with 
evidential Christianity. Patterns in nature were interpreted as indicative of a Creator or “Author.” 
Medical writers explained childbirth through analogies with nature, invocation of natural laws, 
and identification of anthropomorphic teleology. Using these terms, some writers focused on 
regularity in nature, emphasizing consistency and universality. From this angle, writers construed 
purpose in the workings of nature and attributed this purpose to Divine will.   
While many writers argued that humility and deference are the correct way to worship 
and relate to nature, some allopathic writers regarded God as less intimately involved in the 
workings of nature. They believed in natural laws instituted by a Divine creator; however, they 
did not perceive God in the particulars of material existence. The God of modern allopathic 
medicine set the world in motion, but then stepped back. These writers emphasized the common 
experience of irregularity in childbirth, including maternal suffering and mortality. From this 
angle, nature was regarded as neutral motion and a setting for action. Many of these physicians 
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presumed that Divine plan was for humans to step up and be the active force when difficulties 
arose.     
Section 3.2 – Protestant Reform and Spiritual/Bodily Disorder 
In addition to synthesizing theological beliefs and scientific appraisals of nature using the 
terms of evidentiary Christianity, medical writers’ characterizations of “disordered” childbirth 
also drew on Protestant reform discourse. As mentioned above, Protestant conceptions of 
transcendence were evolving during the antebellum period. Historian Boyd Hilton observes a 
transition in nineteenth century British thought between what he terms “the age of Atonement” 
and “the age of Incarnation.” Hilton characterizes the first half of the century as generally 
pessimistic about humanity’s fallen nature. He observes that many writers “were forced to 
conclude that man’s impulse to copulate, and so to populate, was a sign of sin rather than a sign 
of obedience to God” (4). Given humanity’s state of depravity, atonement was essential to 
healing the human-Divine relationship. However, Hilton claims that in the latter half of the 
century, a more optimistic view developed that emphasized Divine immanence. Mid-century 
writers began to regard social harmony as “natural,” immanent to society, and able to be realized 
through obedience to natural law (Hilton 322). These writers claimed right living could restore 
the human-Divine relationship—bringing the individual’s whole being (spiritual, physical, 
social, economic) into alignment with God’s will. By reimagined the Transcendent as immanent 
to individuals’ lives and society, social reform became an avenue to bring about God’s kingdom 
on earth (Hilton 253).22  
                                               
22 The Gospel of Mark (perhaps more than any other Gospel) emphasizes Divine immanence. In Mark 1:15, Jesus 
proclaims, “The time is fulfilled, and the kingdom of God has come near” (NRSV). The perfect tense implies that 
the action already occurred and its effect continues into the present and future. In Mark, Divine power is portrayed 
as “breaking through” to the human realm (with Jesus as the primary conduit).  
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In the United States, this transition was connected to the religious reform movements. In 
Creating the Culture of Reform in Antebellum America, T. Gregory Garvey traces the origins of 
reform movements to the Unitarian controversy of the first decades of the nineteenth century, 
when orthodox Congregationalists in New England clashed with more liberal-minded ministers 
over the ideals of democratization, humanism, and rationalism. Garvey argues that these early 
religious reformers developed a set of persuasive tactics that were later adopted by civil 
reformers—such as, establishing an ethos of sincerity, employing consensus rhetoric, and 
characterizing dissent and debate as essential to democracy.  At the heart of these reforms were 
“people struggling to synthesize Protestant religious traditions with the Enlightenment 
epistemologies that were central to the American Revolution” (Garvey 2). Key elements of 
Protestant reform culture in the antebellum United States included the decline of tradition and 
dogma as sources of social consensus, an emphasis on the individual, and social optimism. These 
elements of American culture correlated with new exigences—namely, the need for new forms 
of authority, new modes of developing and disciplining the individual subject, and new 
institutions to guide the progress of Americans and American society. 
Within reform discourse, order/disorder were key terms for evaluating society and 
individuals. Garvey writes, “the evangelicals who fostered antebellum revivals responded to 
what they saw as a fragmented, disordered, and morally bankrupt society by hearkening back to 
a world of metaphysical order and religious cohesiveness through the rhetoric of ‘traditional 
values’ grounded in the paternalistic patterns of religious obedience” (2). Thus, as the liberal 
theologies of evidential Christianity shifted the moral order, Protestant reformers had to account 
for the moral implications of their claims. In the absence of deontological precepts from 
Christian doctrine, what should guide morality? Disagreements and conflicts between 
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denominations compelled ongoing theological refinement and out of this turmoil was born a 
Christian subject preoccupied with Christian piety, character, and virtues. Like Foucault’s 
Panopticon, nineteenth century liberal Christian morality made the individual highly self-
regulating.  
In this section, I trace terminologies about the female birthing body to reveal the 
influence of Protestant reform on medical attitudes and responses to childbirth. In particular, I 
show how Protestant ethics were inherent to medical terminologies about the disordered female 
body and the role of medicine in reestablishing order.   
Spiritual Disorder and the Body 
In T. Nichols’ explanation of modern childbirth, he asserts, “nature has not changed; 
woman is, in her healthy condition, the same glorious being that she was when she first came 
from the hands of the Creator” (9). Like above, T. Nichols contends that, “gestation and 
parturition are natural processes,” and he uses analogic reasoning to elaborate on the idea of 
“natural process” (7). He writes, “It is as natural for a woman to bring forth children as for a 
shrub to produce flowers and fruit; and her organs are as naturally adapted for the purpose” (T. 
Nichols 7). Like plants that produce flowers and fruits by virtue of their Divine design, T. 
Nichols’ idealized woman bears children without difficulty or need of medical intervention. 
Thus, T. Nichols claims that good Christian women need not suffer, because “faith in God, 
obedience to His laws, and living in harmony with His works, assure to woman health, and 
safety, and joy in fulfilling all her destiny” (9). The body is viewed as carefully crafted by God 
and, as such, healthy—unless the being who inhabits the body mucks it up.  
Ideas about the body and obedience to the laws of nature led many health reformers to 
perceive disease and suffering as indication of spiritual wrongdoing. T. Nichols states, “And just 
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in proportion as women transgress the laws of nature, which are the real and unquestionable 
commands of God, just so far are they subject to the curse” (T. Nichols 9). Pain and disease are 
consequences of disobedience to God’s laws, particularly natural laws inscribed in the body. T. 
Nichols writes, “Indolence, self-indulgence, voluptuousness, and all sins against the laws which 
God has written in the structure of our bodies, bring with them the curse of deranged nervous 
systems, broken health, irregularity of function, disease, pain, and premature death” (9). The 
suffering parturient woman is a sinner, responsible for the pain she experiences. Her physical 
pain is relative to her personal transgressions. In this way, spirituality is bound with physiology.  
T. Nichols explains that, “The pain of labor is caused by the dilations and contractions of 
diseased organs. Free those organs from disease and their natural functions are never 
accompanied with pain” (17). What causes the reproductive organs to be “diseased” and 
produces pain? T. Nichols gives six main reasons: inherited defect, defects from habitat (i.e., 
lack of “pure air”), lack of exercise, necessity of a daily bath, nutrition, and dress/fashion. In 
short, T. Nichols concludes that women’s reproductive system is destroyed “by all the luxuries of 
artificial life” (12). These “forbidden fruit[s] of enervating luxuries and excesses” reveal the 
underlying moral aims of T. Nichols’ medical regimen (9). While his focus is on prescribing 
treatments for painful, difficult childbirth, he also seeks to convince readers that “Every woman 
is an Eve, and forbidden fruits are all around her” (9). Thus, according to sectarian healers like 
Nichols, the best medicine is religious piety and moral living.23   
 Naturalistic “self-help” medicine reflects shifting ideas about morality and individual 
responsibility. Historian James H. Cassedy explains that “medical independence” was connected 
to the broader political, social, and religious context (46). He states, “The medical self-reliance 
                                               
23 Interestingly, Nichols was not himself Christian. This text is an example of ethopoeia, the rhetorical construction 
of a persona (or “impersonation”) to influence an audience.  
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of the individual American was thus reinforced by his fervent pursuit of political suffrage, by his 
expanding conviction of social egalitarianism, by his rejection of governmental tyranny, and by 
his skepticism of established religion” (Cassedy 47). Further, Garvey claims that the mid-century 
“construction of self-reliance revises the traditional Protestant duty for the individual to maintain 
a personal relationship with Jesus and re-presents it as a process of self-reflexive thought that 
requires the individual to seek pure insight and expression outside of conventional institutional 
restraint” (170). Sectarian writers participated in constructing this subject by urging patients to 
adopt their model of “self-reflexive thought,” submit to the “pure insights” of nature, and to 
reject the conventions of medical orthodoxy.  
Bodily Disorder and the Medical Quest for Order 
Unlike sectarians who attributed women’s physical pain to spiritual wrongdoing, 
allopathic physicians’ assessment tended not to hold women personally responsible for their 
suffering. For example, Dewees describes difficulty in childbirth as something that happens to 
women—not something that they directly cause. He describes women who experience difficulty 
in childbirth as being “assailed by some accident” or “attacked” by disease (Dewees 235, 238). 
Dewees identifies some women has having pre-existing conditions or physiologic limitations. 
For instance, he states that one of his patients had “an unreduced umbilical hernia,” which 
caused her great suffering, particularly during childbirth (241). He describes another woman as 
having a “contracted pelvis,” a contortion of the pelvis that prevented the child from descending 
into the birth canal (242). The parturient woman in Dewees characterization is a pitiable figure 
who is subject to the (often inadequate) powers of Nature, the cruel ambush of disease, or the 
defect of a faulty constitution. Thus, she needs medical men to intervene on her behalf.  
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In the terms of allopathic medicine, a patient experiencing bodily disorder needs help 
regaining control over her body. Ethicist Gerald P. McKenny explains that by separating the 
subject from the physical body, embodiment becomes equated with control over the body. This 
dualism, then, promotes the notion that “medicine can resolve the crisis of alterity and overcome 
the separation of the subject by rendering the body the full expression of one’s will and 
intentionality” (McKenny 407). This notion of embodiment and medical control is expressed by 
Channing when he describes the physical effects of pain medicine. Channing, concerned with the 
“functional conditions or disturbances [...] which give rise to the agony of childbirth,” explains 
that he seeks only to “relieve the unnecessary suffering which results from those conditions” (20; 
emphasis added). This qualification that parturient pain is “unnecessary” and disordered is 
essential to rendering medical intercession palatable. In particular, Channing advocates for the 
prescription of ether, an anesthetic. Channing states that etherization “gives the demanded relief, 
by increasing dilatability, diminishing or suspending sensibility, preventing exhaustion, 
increasing secretions, taking away the disturbing action of the will” (20). This medical treatment 
acts on the birthing body, making it subordinate to the will of the physician. Even the birthing 
woman’s “will,” which Channing states can disrupt the progress of labor (usually as a result of 
fear or “hysteria”), is subdued. Channing claims that ether “produces results which strike the 
observer of the first case in which he witnesses it, as if a miracle had been performed in his 
presence” (20). Overcoming bodily disorder is likened to the miraculous; however, Channing 
implies that the informed practitioner will know that such are the powers of medicine.   
Channing’s formulation of female bodily disorder is, on the surface, less moralistic than 
T. Nichols. However, McKenny explains that, “efforts to prefect the body and bring it under the 
realm of choice do not restore the body to the willing and choosing subject but instead place it 
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under the hegemony of a society that produces subjects whose desires and choices enable it to 
accomplish its normalizing ambitions” (“Bioethics” 407). Thus, as medical practitioners assumed 
the power to heal the physical body, they also participated in disciplining the subject.  
According to Pernick, modern allopathic physicians and “naturalistic professionals 
sanctioned the imposition of doctor’s values on patients, in the name of the new therapeutics” 
(42). In this sense, competing medical systems, which differed in regards to their values and 
treatments, all proffered medicine as a new form of Protestant paternalism, and the uptake of 
reform rhetoric was essential to this discourse. However, unlike the individualism of naturalistic 
sectarians (like T. Nichols), which emphasized the disobedience and sanctification of the 
individual woman, Channing and other liberal protestants believed that improving the lot of 
women was part of the progressive arch of history. Thus, Channing presents modern allopathic 
obstetrics as an extension of God’s providence for ameliorating women’s physical suffering, and 
this perspective legitimized a measure of risk-taking to relieve women’s suffering through the 
use of anesthetics.  
Section 3.3 – Christian Perfectionism & Parturient Pain 
 Related to Protestant reform, Christian Perfectionism was another important terministic 
screen in medical discourse. Christian Perfectionism originated among the evangelical-revivalist 
Protestants (e.g., Methodism) in the early nineteenth century. Haynes explains, “Perfectionism 
holds that consecrated believers would grow in grace until they reach a virtually sinless state” 
(103). This view was optimistic about the potential for “progress” in this life—which differed 
significantly from other Christian worldviews that emphasized stoicism and hope in 
eschatological renewal. Christian perfectionism was essential to early civil reform movements. 
For example, in 1835, statesman George Bancroft argued, “If it is the duty of the individual to 
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strive after a perfection like the perfection of God, how much more ought a nation to be the 
image of deity” (qtd. in Garvey 21). Likewise, in 1850, Andrew Jackson stated, “Let us go on 
elevating our people, perfecting our institutions, until democracy shall reach such a point of 
perfection that we can acclaim with truth that the voice of the people is the voice of God” (qtd. in 
Garvey 22). As these two examples demonstrate, civil reform rhetoric incorporated Christian 
perfectionism to promote the idea that the United States would achieve political and civil unity 
and harmony through democracy. Moreover, Christian Perfectionism was particularly appealing 
to women. Hayes states, “While feminine submission for conservatives meant following the 
dictates of one's husband or father; for perfectionism, it meant absolute trust in God's will” 
(Haynes 103). Thus, using Christian Perfectionism, women could make and defend their 
decisions by appealing to theological values.  
In this section, I argue that the way healers interpreted and responded to women’s pain 
belies their religious sensibilities, particularly their uptake of Christian Perfectionism. Using this 
calculation, modern allopathic writers argued that parturient pain was provisional (i.e., a 
conditional experience), rather than procedural (i.e., a necessary part of the ‘natural’ process of 
childbirth), and warranted medical intervention.  
Pain as Provisional  
Antebellum discourses about childbirth pain can be divided into two broad categories: (1) 
those that view pain as inherent to the birth process and (2) those that claim physical anguish is 
not ‘natural’ to childbirth. Thomsonian practitioners articulated the former view, characterizing 
parturition as naturally painful. Curtis tells his readers not to promise women a painless 
childbirth. He says that women did not deliver with little pain “in the days of primitive society” 
(48). He states, “Even when ‘the Hebrew women were lively,’ and accomplished the task ‘before 
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the midwives came,’ the most severe suffering that the human body could endure, was said to 
have its parallel if not its superior, in the ‘pain of a woman in travail,’ especially if it be ‘with her 
first child’” (Curtis 48). Curtis rejects the notion a painless childbirth through biblical references. 
Like Curtis, Comfort describes pain as an inextricable part of childbirth. He writes, “With all the 
aid, however, that medical means can furnish, child-bearing must be attended with pain, anxiety, 
and suffering” (Comfort, preface). At times, Comfort uses pain as a synonym for contraction 
(e.g., “the pains”), marking pain as inherent to the process of childbirth. In the glossary, he 
provides a special term for excessive physical anguish: “Parturient throes—violent labour pains” 
(Comfort 214). According to these Thomsonian writers, childbirth pain was natural and not 
necessarily a sign of disorder or disease. 
 Meigs’ understanding of childbirth and his passive approach to management has 
resonance with the Thomsonian system. Meigs defines natural labor as when “the series of 
phenomena proceeds with rapidity, and in a perfectly natural order of succession and duration” 
(278). He goes on to say, “A kindly Providence has so ordered this painful office of parturition, 
that the accoucheur, in most cases, hath really little to do expect to receive and protect the child, 
and attend to the delivery of the after-birth” (278). Meigs suggests that pain is not inconsistent 
with Providence; suffering in childbirth is part of God’s design. In addition to interpreting 
childbirth pain as inherent to the birth process, Meigs explains that the patients’ sensitivity to 
pain enables physicians to gauge their interventions. When using forceps, Meigs states, “the best 
guide of the accoucheur is the reply of the patient to his interrogatory, ‘Does it hurt you?’ The 
patients reply, ‘Yes’ or ‘No,’ is worth a thousand dogmas and precepts” (326). Thus, the 
physician’s application of treatments depends on the patient’s sensitivity to pain. 
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 In sum, Meigs, Curtis, and Comfort share a terministic screen; their rhetoric about 
childbirth pain is linked with their understanding of God’s will and, thus, they regard this pain as 
serving both physiological and diagnostic utility. Certainly, some women shared these religious 
sensibilities, believing that suffering in childbirth was their fate and eschewing efforts to 
ameliorate their pain with medication. However, not all medical men accepted childbirth pain as 
natural or necessary.  
One common argument against the naturalness of childbirth pain was the claim that pre-
modern women had not experienced it. In regards to terministic screens, Burke says, “when 
conditions in the here and now are seen in term of a broad historic sweep that quite transcends 
them” those conditions are ascribed “a kind of ‘ulterior’ meaning” (LSA 188; emphasis in 
original). Thus, by construing childbirth pain as historical, modern American women’s suffering 
was infused with “ulterior” meaning.   
Hollick illustrates this view in the frontispiece of his Manual, which shows Eve cradling 
her son (Cain) in the midst of a lush landscape (see Figure 1 below). This image and its caption 
(“And Adam knew Eve his wife, and she conceived, and bare Cain”) illustrates the proverbial 
archetype of procreation: Eve and her newborn alone in nature—quiet and untroubled. Solitary 
and idyllic, the setting confirms the naturalness of Eve’s maternity. 
Interestingly, Meigs employs a very similar image in his argument that obstetrics ought to 
be subordinate to Nature. He writes,  
If we could suppose a woman in a state of nature, to be delivered alone, 
under the shade of some primeval forest, and unsuspected, observe her 
conduct, we should witness the instinctive movements and promptings of 
nature, that would far better guide us in the management of such affairs, 
than the crude concepts of those who are ever ready to boast of the 




For Meigs, this “woman in a state of nature” is the standard on which physicians should pattern 
their practice. However, he does not treat this woman as a historical relic or a vestige of bygone 
better days of childbearing. 
 
Figure 1: Frontispiece from Frederick Hollick’s The Matron's Manual of Midwifery and the Diseases of 
Woman during Pregnancy and in Child Bed (1848)   
 
 Conversely, in contrast to Eve’s delivery just outside of Eden, Hollick claims that, “as the 
organization and requirements of society changes,” women become “constitutionally weaker” 
(v). He says, “This evil increases in proportion as civilization advances, until at last females 
become so imperfectly organized, and so enervated, that they are utterly unable to fulfill the 
duties assigned them, and they either die prematurely, or pass their whole lives in suffering and 
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complaint” (v). Women’s dis-ease in childbirth is an “evil” that results from society’s progress. 
Thus, the “ulterior” meaning of childbirth pain is civilization’s corrupting force. To counteract 
this degeneration, Hollick argues for the broad dissemination of medical knowledge. Thus 
informed, he states, “the whole people may see how these evils arise, and how they should live, 
and conduct themselves, so as to avoid them altogether! or, in other words, science should teach 
us how to prevent disease and suffering, instead of merely how to alleviate them” (vi). Hollick 
believes medical science will be capable of not only curing, but preventing “evil” by teaching 
women to avoid the social pathologies that render childbirth difficult. Employing the 
Perfectionist screen, “evil” is perceived as physical, social, and moral disorder, and the 
appropriate Christian response is to seek to knowledge and mastery over the body, reproduction, 
and childbirth.    
  Like sectarian practitioners, regular physicians who supported efforts to alleviate modern 
women’s suffering also employed the myth of a painless childbirth. Channing, for example, uses 
this language in his Treatise on Etherization in Childbirth. Channing writes, “We know of 
painless labor, of labor wholly without pain; and in too many instances, not now to refer to them, 
in which the patient was unconscious of delivery […] and who did not pay the penalty of death 
of the involuntary violation or temporary suspension of natural law” (6). In short, Channing 
suggests that if childbirth pain were a true natural law, then it would not be possible for any 
women to escape the rule. This framing conceives of parturient pain as provisional. 
 Moreover, Channing locates the source of pain in women’s reproductive organs. He 
claims that childbirth pain is caused by “disturbance or disorder” in the uterus (28). He says with 
ether (anesthetic),  
We hold in check, so to speak, a vital function,—separate effect from 
cause,—restore harmony to the disturbed or disordered functions of an 
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organ, the womb, to which disturbance I have ascribed the pain of labor, 
and so abolish its suffering; and all this without danger to life, and by the 
substitution of perfect ease, and often positive pleasure, for a pain, a 
suffering, an agony, which heretofore the universal experience had taught 
was as natural and as necessary as it was incidental to the circumstances 
under which it occurred. (Channing 28)  
 
According to Channing, pain results from the “suffering” of the womb. By focusing on this one 
organ, he constructs a more physiologic understanding of pain. Further, he contends that 
anesthetic treatments can remove pain and, perhaps, even produce pleasure. Unlike physicians 
who regarded pain as inherent to the procedure of childbirth, for Hollick and Channing pain 
reveals some underlying disorder—moral and/or physiological—and is therefore a provisional 
embodied experience open to mastery and improvement.  
Perfecting Childbirth 
 Historian Regina Markell Morantz explains that health reformers borrowed the 
vocabulary of Christian Perfectionism to make “health reform a moral imperative” (76). She 
states that, “Health reformers were perfectionists, and they saw the improvement of the 
individual as a means of social regeneration” (Morantz 85). For example, T. Nichols addresses 
the conservative theological view when he writes, “the pains and perils of gestation and 
childbirth [...] have come to be considered as among the necessary evils of life, to be borne 
patiently, and with humble submission to the will of God, who has laid this terrible curse upon 
woman in consequence of the sin of Eve” (6). However, T. Nichols critiques this view by saying, 
“this superstition rises to oppose all reform, and every effort to ameliorate the condition of 
woman, to heal her diseases, protect her from danger, and save her from her terrible, and all the 
more terrible, because needless, sufferings” (6). Religious “superstition” is regarded as impeding 
the humanitarian work of medicine to “ameliorate,” “heal,” “protect,” and “save.” According to 
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T. Nichols, the project of water-cure medicine is consistent with the elevating of American 
women and society, infusing it with moral significance.  
Burke contends that when we interpret the everyday world in terms of a transcendent 
realm “particulars can be treated in terms that transcend their particularity” and “even the realm 
of the sensory can be interpreted as a kind of revelation” (LSA 192; emphasis in original). In 
other words, in a transcendent terministic screen, embodied experiences (particularly pleasure 
and pain) reveal something beyond pure sensation or mere physical experience. By conceiving of 
pain as indication of transgression, the physical experience of childbirth was rendered a 
barometer of spiritual status. 
 However, for allopathic physicians, perfectionism was less a personal project (e.g., the 
individual sinner obeying Divine laws). Instead, these physicians held a more social 
understanding of perfectionism and were more likely to express appreciation for the advances of 
civilization. Meigs contends that civilization, like the domestication of agriculture, provides 
many benefits. He writes, “The modifying power of protection, of abundant and more nutritious 
food, of habit, &c., might well be supposed to add a greater vigor to the physical operations of 
our domestic creatures. There is no denying such influence for those portions of the Human race 
in which the arts of civilization, under the production of wise and beneficent codes of Law, 
permit the human form and forces to acquire their highest perfection” (Miegs 123-124). Thus, 
according to Meigs, civilization enables progress (when bounded by natural law). For allopathic 
physicians, like many Christian Perfectionists, “the advance of Christianity and the goals of 
civilization” were synonymous (Haynes 103). 
 Within regular medicine, reformers incorporated the principle of Christian Perfectionism 
to argue that obstetric medicine was part of a larger movement toward a utopian, healthful 
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Christian society where childbirth will be painless. For instance, Channing invokes the idea of 
Christian Perfectionism in response to the religious objection to the use of ether and chloroform 
in obstetrics. Channing argues that conservative religious objections impede “efforts, founded in 
important moral and physical discoveries, and which have had in view social and individual 
good” (142). Channing mentions several examples: 
Moderate drinking has its qualification in Paul’s direction to Timothy to 
drink a little wine. The old prophesy, that men would kill murderers, is, by 
a somewhat liberal exegesis, made a paramount authority of capital 
punishment. The payment of the tax to Caesar is argument enough for 
submission to government, whatever it may be. And, finally, etherization 
has, with some, its insuperable obstacle in the third chapter of Genesis 
(141). 
 
According to Channing, strict interpretations of scripture hinder the advancement of 
social reform and medical progress.  
In summary, using the terministic screen of Christian Perfectionism, medical writers 
offered women hope for a birth experience free from suffering and fear. However, practitioners’ 
differing religious sensibilities influenced how they interpreted the cause of suffering and the 
types of interventions they believed were appropriate. Sectarians tended to regard modern 
women as responsible for their condition; therefore, their recommendations focused on aiding 
nature, changing women’s social habits (e.g., refusing fashionable dress and diet), and rejecting 
the hubris of allopathic interventions. Reformed old-school allopathic physicians held a 
traditional worldview wherein childbirth pain was outside the purview of medical intervention, 
and they responded to sectarian criticism by being less hasty in their application of heroic 
techniques. Lastly, modern allopathic physicians interpreted women’s physical anguish as a 
proper object of obstetric medicine. They contended that as civilization increased, so did 
women’s suffering—and, fortunately, so did medical men’s ability to alleviate that suffering.   
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Bearing in mind the philosophical landscape of the early United States—with its 
emphasis on democracy, liberty, and crude pragmatism—it is perhaps not surprising that many 
American women were keen to adopt a view of childbirth that did not hold them (individually or 
collectively) responsible for their suffering and that enabled childbirth pain to be ameliorated. By 
making childbirth a medical issue, its bare spiritual significance was diminished; however, 
medical recognition rendered it “perfectible” in a very Protestant sense.  
Rhetorical Ecosystem: The Case of Modern Allopathy and Unitarian Theology  
So far, I have considered how three “movements” within American Protestantism—
evidential Christianity, Protestant reform, and Christian perfectionism—percolated into medical 
literature. However, before I conclude, I want to further illustrate the importance of religious 
discourse on modern allopathy by elaborating the particular rhetorical “ecosystem” evidenced in 
Channing’s Treatise. Edbauer states, “Rather than imagining the rhetorical situation in a 
relatively closed system, this distributed or ecological focus might begin to imagine the situation 
within an open network” (13). Later on, she explains, “Rhetorical ecologies are co-ordinating 
processes, moving across the same social field and within shared structures of feeling” (Edbauer 
20). Taking Edbauer’s approach, the Protestant antecedents of Channing’s terms are evident 
when considered alongside theological works by George Rapall Noyes and William Ellery 
Channing (his brother), who were both influential Unitarian ministers.24 
In his treatise, Channing addresses the religious objection to etherization—
namely, that “God has said, ‘In sorrow shalt thou bring forth children;’ and the very 
suffering which a woman undergoes in labor is one of the strongest elements of the love 
she bears her offspring” (142). In response to this view, Channing states, “I felt at once 
                                               
24 Garvey explains that, “The Unitarian point of view represents the integration of rationalist and pluralist elements 
of Enlightenment epistemology into Protestant spirituality” (55). 
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called upon to consider the Scripture objection, and to inquire if the alleged ‘curse’ is an 
argument for such disregard to human suffering and agony, as to allow for the physician 
to omit using the means which may diminish or entirely remove the pains of childbirth” 
(143). Channing’s analysis of the passage draws on the theological expertise of George 
Rapall Noyes.  
 In his first letter to Channing, Noyes make an argument for the medical treatment 
of pain that does not require a radical reinterpretation of the scripture. Noyes claims that, 
“God could not have intended, by any thing in the Scripture, to oppose the development 
of any of the laws of nature; which are his own laws” (Channing 145). Using the terms of 
evidential Christianity, Noyes asserts that scripture should not be used to deny God’s law 
evident in nature. He goes on, “The application of the agents of nature, by human 
ingenuity, to the relief of pain, is also the use of God-given means by God-given powers” 
(Channing 145). In other words, the fact that medicine is able to abate the pains of 
childbirth is indication that God does not object to such actions.  
 In his second letter to Channing, Noyes elaborates on the nature of the curses in Genesis. 
He writes,  
No one will pretend that there is anything preceptive in Genesis 3:16. It is 
of the nature of prediction. But the duty of relieving distress is the express 
dictate of nature and revelation. It would seem, therefore, to be wisdom to 
follow the dictates of nature and revelation, and leave predictions and 
threatening to be fulfilled by Him who made them. (Channing 148)  
 
According to Noyes, the curse predicts suffering, but it does not prescribe it as a fundamental 
law. Thus, Noyes insists that the text does not suggest that humans should avoid any action that 
would ease maternal suffering. Instead, he claims that there is much evidence from “nature and 
revelation” that relief of suffering is, in fact, part of Christian duty.  
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 Channing follows Noyes lead by contesting the normative application of the Genesis 
passage to parturition. Channing points out that, in Genesis 3:17, “the earth was cursed; but, in 
its result, this became a motive to industry, and a most important agency in developing the 
intellectual and moral nature, and in the preservation of physical health” (143).25 Later, he asks, 
“Has it ever been thought wrong, as abolishing a ‘curse of God,’ to manure and to till the earth?” 
(152). To the contrary, Channing regards the domestication of farm animals and the invention of 
farming technology as evidence of human progress toward a redeemed state. In this light, God’s 
punishment is regarded as the impetus for human effort toward redemption and perfection.   
 Channing goes on to use this terminology to argue for the use of anesthesia in obstetrics. 
He asserts that ether and chloroform “are the products of [natural] laws, discovered by man in 
the highest use of his intellect, as authoritative and as certain as are any other laws in the 
universe. Chloroform and ether can be made in no other manner than by the most exact operation 
of natural laws upon the elements which enter into their essential being” (143). This idea of 
medicine as “God-given means by God-given powers,” as Noyes put it, unites Medicine as 
God’s Provision theodicy (described in Chapter 2) with Christian Perfectionism. Channing 
concludes by asking: “What more fitting labor for man than to abolish pain, preserve health, 
soften toil, develop mind and heart, and so make some approach to that spiritual elevation which 
is the inspiration of our religion, and the object and end of our highest aspirations?” (145). 
Channing refutes the religious objection to anesthetics by appealing to the liberal Christian idea 
that the pursuit of physical and moral perfection is God’s will, and he contends that obstetric 
medicine is suited to that purpose. Thus, Channing argues that the curses in Genesis are not 
                                               
25 In Genesis 3:17, God curses Adam, saying, “cursed is the ground because of you; in toil you shall eat of it all the 
days of your life” (NRSV).  
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immutable law, but serve to spur human ingenuity, making childbirth pain an impetus for human 
charity and innovation. 
Channing’s view of scripture was also consistent with William E. Channing’s conviction 
that the Bible was “a source of moral principles,” rather than a “code of laws” (Garvey 58). 
However, resonance between these brothers goes beyond hermeneutics. For example, the 
Channing brothers employ similar methodologies in constructing their arguments. Garvey 
explains that, “By presenting moral teaching as a process that borrows from ‘the whole of 
outward creation,’ [William Ellery] Channing characterizes the Unitarian minister as a kind of 
Bakhtinian novelist, a figure who orchestrates and harmonizes a host of voices rather than 
articulating a single authoritative world-view” (65). Similarly, Walter Channing’s book brings 
together a plethora of perspectives—including Meigs and James Young Simpson—and an 
accumulation of cases from American physicians, which he then “orchestrates and harmonizes.” 
His argument for etherization is not based on tradition or Natural Law, but evaluation of prior 
claims and inductive reasoning. 
Further, Walter Channing’s argument for etherization is a kind of “quest for truth” that 
parallels liberal Christian theology. Garvey explains that the Unitarians “claimed responsibility 
for facilitating an ethical and rational quest for the true and the good. […] the minister’s task was 
to produce a sense of yearning for and motion toward divine wisdom rather than submission to 
transcendent power” (59). The proper posture for Christian intellectuals, then, was that of an 
active seeker and pious agent in a Divine plan (rather than passive follower). For the Channing 
brothers, “belief derives not from a dramatization of divine magnificence and human puniness, 
but from a religious sentiment that combines faith with rational analysis to provoke a sincere and 
multivocal but indeterminate quest for truth” (Garvey 63). This distinction helpfully illuminates 
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the different between Meigs’ belief in Natural Law—and his claim that physicians should 
venerate “divine magnificence” in nature—and Walter Channing’s belief in medical progress as 
a quest for truth and order. 
Channing’s modern allopathy also inherited an epistemological riddle from Unitarian 
thought. Garvey writes,  
Whereas irrational acceptance of the revealed truths of the Gospel 
represents a method of attaining certainty of salvation, the process of 
reasoning through defective human faculties implies an endless process of 
exploration and critical revision. Since its epistemology emphasized a 
progressive dialogic process over the revival-relapse pattern of orthodox 
spirituality, Unitarianism became less an identifiable creed and more a 
quest for an ever-elusive likeness to God (62).  
 
Likewise, Walter Channing resisted making bold claims that would “convert” medical 
knowledge and practice wholesale. Instead, his medical epistemology emphasized a similar 
“progressive dialogic process” (might we say ‘evidence-based’) that was a quest for an “ever-
elusive” God-like knowledge of human life.  
By considering Channing’s text as part of a rhetorical ecology, the influence of 
theological voices, such as William E. Channing and Noyes, becomes clear. The terms of liberal 
Protestantism proffered systematic inquiry and rationality as enabling humans to know and 
control the material world and, therefore, to participate in bringing about a perfect society. 
Within modern allopathic obstetrics, these terms rendered childbirth one site for such medical 
intersession. Perhaps scholars overlook the missional project of liberal Protestant leaders in 
allopathic medicine—and other institutional contexts—because it differs from the faith-based 
discourse of evangelicalism. However, vocational language as well as appeals to empathy, 
sentimentalism, and duty belie the influence of liberal Protestant terminologies. Broadening our 
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scope to consider the rhetorical ecology of medical discourse can help illuminate this 
complexity. 
Conclusion 
My main claim in this chapter is that Protestantism was essential to medical debates of 
the mid-nineteenth century. Edbauer claims that “rhetoric emerges already infected by the viral 
intensities that are circulating in the social field” (14). Thus, I have tracked the “contagions” and 
“energies” that “bled” from religion into medicine through key terms that “infect and connect 
various processes, events, and bodies” (Edbauer 14). By analyzing allopathic texts alongside 
sectarian literature and within the ecology of American Protestantism, I have illuminated the 
religious sensibilities and commitments inherited by the terminology of modern allopathic 
medicine.  
In particular, I have shown that sectarian and allopathic physicians shared a belief in the 
role of medicine as an aspect of social reform. However, physicians differed in the ways they 
conceived of the birthing body in pain as well as in their response. Protestant terms dictated the 
quality and scope of medical practitioners’ perspective on nature, bodily order/disorder, and 
parturient pain. These terms were essential to establishing parameters and boundaries around 
pain (i.e., what kind of pain is recognized as legitimate, and who experiences legitimate pain?). 
Moreover, establishing the meaning of pain (the logos of pain) was essential to establishing the 
ethos of medicine. Sectarians, who regarded pain as a symptom of transgression, tended to be 
more egalitarian in spreading medical knowledge, but their treatise also transmit moral rebuke. 
As McKenny describes, these writers expressed “moral convictions about the place of illness and 
health in a morally worthy life, […] concepts of nature as ordered by a teleos or governed by 
providence, […] and the body as object of spiritual and moral principles” (“Bioethics” 401). 
 99 
 
Differently, allopathic writers used Protestant terms to legitimize anesthetics (particularly for 
middle-/upper-class women). McKenny explains that modern medical discourse emphasizes 
“moral convictions about the relief of suffering and the expansion of choice, […] concepts of 
nature as a neutral instrument that is brought into the realm of human ends by technology, and 
[…] the body as object of practices of technological control” (“Bioethics” 401). What I hope to 
have shown in this chapter is that this shift did not occur because medical practitioners became 
less religious (i.e., secular); rather, these changes can be mapped onto the evolving terministic 










CHAPTER 4 – SUFFER THE LITTLE CHILDREN: THEO-MORAL PHYSIOLOGY 
AND THE PREMATURE INFANT 
 
Our very sense of what is or is not life, living, or alive is often exactly what is at stake in the 
politics of the present.  
—Nikolas Rose, The Politics of Life Itself 
 
The term [quickening] originated in an age of ignorance when it was supposed that at the time 
motion was first felt, a change took place in the development of the child by which it acquired 
individual life, which it did not possess prior to that time.  
—John Harvey Kellogg, Ladies Guide in Health and Disease 
 
Introduction 
 Newborns were outside physicians’ purview until the mid-nineteenth century. Up to this 
point, pregnancy, birth, and child-rearing were regarded as female domains, and male physicians 
were called mainly to intervene in precarious or difficult labor situations. For example, 
physicians were sometimes consulted for “flooding”26 or premature labor, with the hope of 
stalling delivery; however, the most commonly discussed dangers of childbirth in early-
nineteenth century medical literature were associated with full or late-term pregnancies. 
Relatedly, physicians considered it their primary responsibility to save the life of the mother. In 
What a Blessing She Had Chloroform: The Medical and Social Response to the Pain of 
Childbirth from 1800 to the Present, Donald Caton states, “Until the nineteenth century the 
mortality rate of women in labor had been so high that survival of the mother had overshadowed 
almost all other problems, becoming the most important criterion for the success of clinical 
                                               





management” (71).27 Newborns who survived an obstetrician-assisted delivery were quickly 
given over to female attendants or their mother. Obstetricians had very few remedies or 
interventions for saving small, weak, or sickly newborns.28  
However, in the second half of nineteenth century, the crisis of birth was reconfigured as 
religious, social, and biological explanations became entangled and synthesized—producing a 
new medical schema or “orientation” in Kenneth Burke’s terms. In brief, an orientation is a 
constellation of judgments, motives, terms, and actions—“an overarching collective ideology” 
that rhetors are socialized into and refine through their ongoing engagement (George 34). This 
new medical orientation, which I term “theo-moral physiology,” enabled physicians to perceive 
and define the problem of infant mortality, delineate the mechanisms of life that were essential to 
the newly born, and imagine new possibilities for medical treatment of prematurely born infants.  
For example, Dr. William H. Taylor’s “Some Points in Relation to Premature Children” 
(1887) is one of the first American-authored texts that identifies the premature newborn as a 
unique subject of medical care.29 Taylor begins, “Although the fact of premature birth is 
recognized by all writers in obstetrics, and the propriety of waiting to induce labor till the child is 
capable of independent life is insisted upon, yet an examination of many of the standard works 
on midwifery shows almost no suggestions as to the care of the child thus prematurely born” 
(1022). Taylor’s text illuminates this newly-formed orientation in medicine, a point of view that 
                                               
27 Additionally, David Armstrong claims that prematurity was not considered a “developmental disease” until 1881. 
He quotes the Registrar-General description from 1869, which stated, “The child is prematurely born, is ill-formed, 
feeble; the mother perishes in giving birth to her children; or the body and its elements fade away" (qtd. in 
Armstrong 224). For the majority of the nineteenth century, maternal mortality was the primary concern. 
 
28 Female midwives and attendants likely had more experience caring for prematurely born infants; however, there is 
far less evidence of their practices. 
 
29 Taylor was a member of the Cincinnati Meeting of Friends, and the author of A history of Cincinnati Monthly 
Meeting of Friends: Read before the Shipley Literary Society in 1899. 
 102 
 
identified premature children as requiring special medical consideration. This orientation was 
quickly adopted and promoted by other physicians, such as Alexander S. von Mansfelde in “A 
Plea for the Better Care of Immature Children” (1889) and Henry W. Bettmann in “Premature 
Labor and the New-Born Child” (1892). In 1896, Thomas Morgan Rotch included an entire 
chapter on premature infants in his Pediatrics: The Hygienic and Medical Treatment of 
Children.30 Taylor, Mansfelde, Bettmann, and Rotch share a common understanding of the 
premature infant. They describe and interpret the premature infant’s physiology as “imperfect,” 
“immature,” and “underdeveloped.” They contend that this physiologic unreadiness causes the 
premature infant to struggle to “accommodate” to extra-uterine conditions of life, and they 
characterize the too-soon newborn as extremely fragile. Despite this precarity, they insist that 
proper care, which entails creating conditions suitable for a premature infant, can greatly 
improve the premature infant’s chance of life. This way of figuring and responding to precarious 
newborns was produced by shifting rhetorical schemas that had been transforming over the 
nineteenth century.  
In this chapter, I argue that theo-moral physiology made medical recognition and 
treatment of premature infants possible. In what follows, I elaborate the key aspects of this 
orientation and show how it fortified medicine as a major social institution by imbuing medical 
knowledge and practice with sacred significance. To begin, I define the rhetorical concept of 
“orientation” and give an overview of theo-moral physiology. Then, I explain how infant 
mortality was conceptualized as a social pathology and was essential to physicians’ development 
of prophetic ethos. Next, I contend that the premises of theo-moral physiology were fundamental 
to prematurity discourse, particularly in explaining the causes of prematurity, theorizing 
                                               
30 Rotch was the president of the American Pediatric Society for 1890–1891 and America’s first full professor of 
pediatrics (at Harvard). 
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viability, and determining appropriate medical interventions. Lastly, I consider how theo-moral 
physiology was altered by the rise of eugenics discourse in the early twentieth century, which 
threatened to erase the premature infant.   
Key Terms: Orientation and Theo-Moral Physiology 
In Chapter Two, I considered how medical writers borrowed hermeneutical practices 
from religion—namely, Christian natural theology—to “read” and interpret the female birthing 
body. In Chapter Three, I argued that mid-century medical writers continued to draw rhetorical 
power from religion by employing Protestant terminology, and I showed how Protestant 
terministic screens shaped writers’ perspectives on childbirth. Here, I take up Burke’s concept of 
orientation, which operates at the broadest level and helps me account for the influence of 
Protestant pieties on the emergence of a new medical framework. 
 In Permanence and Change, Kenneth Burke describes orientations as schema for 
interpreting experience and responding to complex situations in the world. Succinctly, it is our 
“conception as to how the world is put together” (P&C 81). Orientations are dynamic, complex 
interpretative networks that connect our cosmologies, political theories, religious convictions, 
cultural narratives, and—as we create meaningful lives—the minutiae of our day-to-day 
experience. Orientation is very closely related to ideology, but with a more rhetorical valence. 
Burke characterizes orientations as “schema of serviceability,” highlighting that the function of 
an orientation is to make experience intelligible and indicate appropriate actions (P&C 21). 
Burke says, “Our orientation largely involves matters of expectancy, and affects our choice of 
means with reference to the future” (P&C 18). In this light, orientations are essentially cultural 
genres (e.g., capitalist versus communistic).  
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Like composition genres, orientations presuppose the existence of recurring situations, or 
exigencies, that require our response.31 Burke states that orientations function by way of 
abstraction in the sense that we “treat certain events as though they recurred, simply because 
there are other events more or less like them” (P&C 92). By characterizing certain situations as 
similar and recurring, we are then able to develop frameworks to guide our actions. For example, 
receiving payment for one’s labor is a cornerstone of the capitalist orientation, and this event is 
associated with other events and actions—such as taxation, visiting a bank, and paying rent—
which are politically and personally significant, but also fairly banal within this framework. 
According to Burke, “We find our way through this everchanging universe by certain blunt 
schemes of generalization, conceptualization, and verbalization […]. Their very purpose being to 
effect practical simplifications of reality” (P&C 92). Similarly, genres are patterned responses 
designed to “fit” a particular type of situation with the aim of accomplishing a particular goal.  
Karlyn Kohrs Campbell and Kathleen Hall Jamieson define genre as “a constellation of 
recognizable forms bound together by an internal dynamic” (21). Likewise, an orientation is a 
“constellation” of interpretations that coordinates motives, terms, and actions. The constellation 
of a particular orientation is created through a process of linkages. Burke explains that “events 
take on character by the ‘linkage of outstanding with outstanding’ […]. The accumulation and 
interworking of such characters is an orientation” (P&C 14). “Outstanding” refers to the 
differentiated factors or features of an experience. What is perceived as “outstanding” depends 
on an existing sense of likeness/difference and the importance of various aspects in an 
experience. Take for instance the issue of poverty. Burke claims that racial distinctions are more 
                                               
31 Here, I am elaborating on an insight from Ann George. George explains, “genres and orientations authorize 
certain acts, subject matter, means of expression, and kinds of agents and agencies; they create the conditions for 
and constraints within which meaning is made” (33). Also, see Carolyn Miller’s “Genre as Social Action.” 
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“outstanding” (i.e., more likely to be perceived as a factor) than economic structures (P&C 15). 
As a result, poverty is more likely to be seen as an issue of “color.” Alternatively, Burke explains 
that a different orientation might “link the outstanding economic distress with an outstanding 
defect in the economic system itself,” thus engendering a different response (P&C 16). Our sense 
of these relationships as well as our very “desire to round things out, to fit experiences together 
into a unified whole” depends on piety—“the sense of what properly goes with what” (Burke 
P&C 74; emphasis in original). In other words, deeply held convictions about coherence and 
propriety underlying our perception of what is “outstanding,” our conception of how factors are 
linked, and our participation in orientations.  
Moreover, orientations serve to delimit what is possible by circumscribing the reality we 
are equipped to recognize (Burke P&C 23). For example, within the orientation that links race 
and poverty, other possible explanations (such as systemic defects in the economic system) are 
difficult to conceive because the racial explanation capitalizes on the “obvious,” outstanding 
factor of race. Thus, orientation also accounts for our ‘blind spots’ or collective 
misinterpretations, which Burke calls “trained incapacity” (P&C 7).  
 In this chapter, I show how advances in the field of obstetrics/pediatrics were predicated 
on linkages between Protestant religious ideas and medicine. For example, the concept of 
perfectibility (through obedience to God vis-à-vis natural law and Christian ethical doctrines) 
was linked with human physiology. This schema of interpretation influenced how people 
understood health/illness and the type of treatments they advocated. Broadly, this chapter reveals 
the religious pieties and theological beliefs that informed medical rhetoric about newly born (but 
barely living) infants as well as the religious commitments that undergirded the public health 
movement to address infant mortality as a fundamentally moral problem. 
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 My analysis extends work by Nathan Stormer on nineteenth century discourses about 
abortion in Articulating Life’s Memory and Sign of Pathology. Although he does not use 
“orientation” explicitly, I think he is working with a similar concept of rhetoric. For instance, he 
discusses the rhetorical “capacity” of medical discourse, by which he means the “layered aspects 
of rhetorical power: an ability to produce discourse, and that discourse’s ability to address the 
course of events” (Sign 8). Additionally, he claims that the “linkage between abortion as a 
collective disorder and a scale of civilization was a capacitating development for strategic 
struggle through abortion about other, large scale social problems” (Sign 12; emphasis in 
original). Specifically, Stormer argues that “abortion existed in medicine not as a dispute 
awaiting resolution but rather as a way of orienting struggle around new ways of living” (Sign 4). 
Attending to the “layered aspects of rhetorical power,” key linkages, and how discourse orients 
rhetors and audiences to “new ways of living” parallels Burke’s orientation.   
 In particular, my analysis investigates a medical framework that Stormer calls “moral 
physiology.” The phrase “moral physiology” comes from the title of a controversial pamphlet on 
reproduction published by Scottish-born social reformer Robert Dale Owens in 1841. Owens was 
influenced by the work of Englishman Thomas R. Malthus, who argued that human population 
growth would eventually outstrip natural resources (Stormer Sign 10). Stormer explains that 
Malthus’s political economy was based on theological premises. In particular, “Malthus believed 
that human imperfectability was God’s Providence” (Stormer Sign 33). Malthus held that, 
“although a civilization could never become perfect, by dedicating itself to the laws set forth by 
God, it could better align itself with ‘Christian virtues,’ which made it morally and spiritually 
superior” (Stormer, Sign 34). Stormer asserts, “it was an intensely materialist theo-politics” (Sign 
34). In Sign of Pathology, Stormer traces the influence of Malthusian thought in the United 
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States. He explains that American “physicians absorbed the broad Malthusian framework of 
judging a nation’s progress by the manner in which it balanced life and death, especially by way 
of procreation” (Sign 36). However, Stormer claims that American physicians inverted Malthus’s 
theological premises (Sign 21). He argues that the main reversal of anti-Malthusian physicians 
was “on the idea of perfectibility and the understanding of Providence” (Sign 40). Stormer 
clarifies two precepts of the anti-Malthusian framework: “first, God’s laws organized the 
[economy] of life purely from procreative sexual practices as dictated by reproductive 
physiology […]; second, by extension, abortion is an unnatural practice that tells us how far we 
have strayed from Providence” (Sign 42). Unlike Malthus, American moral physiology 
conceived of “female physiology as the Lawgiver’s living text of Creation,” regarding 
physiology be to the dictate of God’s will (Sign 41). Using this schema, ethical claims could be 
derived from the human body. For example, writers claimed that women were responsible for 
children because of their procreative physiology. Stormer goes on to say, “the concept of moral 
physiology was a medicalized reconciliation of ‘a God who is foreign to the world and a God 
that governs.’ […] divine mandates are immanent to the body but nevertheless govern through 
mediation. The aim of worldly government, then, is to suture an earthly order with a celestial 
order, as guided by physiological knowledge of moral purpose” (Sign 43). While it seems to me 
that theological issues were central to the social, political, and economic motivations inherited 
and adapted by American moral physiology, Stormer contends that physicians’ understanding of 
“conception was not derived from dominant theological opinion” (43; emphasis in original). 
Instead, because the basis for medical and moral knowledge was material, derived from human 
physiology, Stormer claims that it was ultimately unmoored from its religious origins.  
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 My claim builds on Stormer, but resists this secular distinction. Rather than regarding the 
medical concept of reproduction as a form of secular medicalization, I consider theological 
premises essential to this orientation. My argument is that, during the late-nineteenth century, 
medicine’s role as an authoritative institution was reinforced through a process of sacralization; 
religious pieties informed medical knowledge and practice, thus establishing a spiritual and 
epistemological alliance between liberal Protestantism and modern allopathic obstetrics. In 
particular, premature birth discourse contributed to larger “struggles” about theodicy (why does 
God allow evil/suffering?) and Protestant ethics (what are the material/physiological 
consequences of human’s moral choices?). Given this recalibration of Stormer’s concept, I 
propose calling this orientation “theo-moral physiology.” In what follows, I elaborate how theo-
moral physiology undergirded medical perspectives on the newborn, particularly those related to 
infant mortality and the conception of the premature infant. My analysis bears in mind the pieties 
particular to Protestantism and how these convictions shaped the struggle for theological-moral-
medical coherence in reproductive discourse.  
Section 4.1: Registering Infant Mortality  
 In this section, I explore how perceptions of and responses to infant mortality evolved 
over the nineteenth century. Initially, the idea that civilization was a deleterious force directed 
physicians’ attention toward well-to-do families. However, over the century, demographic data 
revealed that infant mortality was, in fact, a phenomenon that most affected the urban poor. 
Protestant pieties contributed to medical writers’ interpretation of this new statistical 
information, which led them to characterize infant mortality as a social pathology, and they used 
this issue to develop prophetic ethos.  
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In the early decades of the nineteenth century, American leaders’ concern about 
reproductive success was shaped by their sense that civilization was damaging to human well-
being. In Chapter Two, I explained how physicians employed the hermeneutics of nature to 
argue that “primitive” women had painless births while “civilized” American women were 
suffering in excess, because society had corrupted their bodies. Additionally, American studies 
scholar Richard A. Meckel explains that many physicians considered “early indulgence” among 
middle- and upper-class families (i.e., leisure and fashionable dress) a major cause of illness 
among infants and children (20). In comparison, “primitive” and impoverished families were 
imagined as producing hardy, healthy children. Meckel states, “the idea that it was the pampered 
offspring of the wealthy who suffered the highest infant and child mortality rates continued to 
hold powerful sway through the first half of the nineteenth century and found considerable 
sympathy among antebellum American Romantic health reformers” (20). Infant mortality among 
lower social class families (including slaves) was largely invisible as a result of this trained 
incapacity, a blind spot resulting from the piety that civilization wrecked the body and caused 
premature death. This view buttressed social and medical reform movements aimed at helping 
bourgeois families achieve reproductive success. In Chapter Three, I explained how physicians 
drew on Protestant reform discourse when explaining “disordered” childbirth and prescribing 
correctives, which entailed disciplining women’s moral and spiritual lives as well as encouraging 
them to pursue prenatal medical care and birth interventions (such as inductions).  
In antebellum medical literature about childbirth, premature labor was a common topic of 
discussion. For example, in “The Uses of Chlorate of Potash” (1858), the author presents a series 
of cases in which patients have a “habit” of preterm birth, and many experienced multiple 
pregnancy losses. Similarly, G. Moehrino and J.K.T. Van Pelt, in “Case of Premature Labour 
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Artificially Induced” (1863), document their patients’ recurrent miscarriages, stillbirths, 
premature births, and infant losses. In these two articles, history of infant loss motivates 
physicians to compassionately offer more prenatal care as well as inductions. As physicians 
performed more inductions, they came into contact with prematurely born infants more regularly 
and in more controlled situations, which enabled new insights into newborn care. 
Additionally, in the mid-nineteenth century, as American cities began registering births 
and deaths with greater consistency, ideas about infant mortality began to shift. The first national 
census, conducted in 1850, was a watershed moment for infant mortality—and David Meredith 
Reese, in his Report on Infant Mortality in Large Cities, the Source of its Increase, and Means 
for its Diminution (1857), sounded the alarm. Using mortality data from New York City, Reese 
argued that infant/child mortality was a significant and worsening problem (particularly among 
the urban poor), and he was one of the first medical leaders to connect premature birth with 
infant mortality. He writes, “we include among the infant mortality all those recorded interments 
marked as stillborn and premature births, the extent of which, and especially their amazing 
increase, constitutes one of the most revolting and yet one of the important features of our 
inquiry, and one which cannot be contemplated without horror” (7). Reese claims that nearly 
50% of all deaths in the first half of the nineteenth century were children under the age of six and 
that one-fifth of those deaths were from stillbirth or premature birth (6, 7).  
Beyond the well-being of individual woman and children, physicians felt called to care 
for newborns out of a nationalist impulse. Stormer explains that American writers used census 
data and “comparative fertility and mortality rates” to construct the concept of population, which 
he calls the “Malthusian analytic” (Sign 37). In his Report, Reese uses the Malthusian analytic to 
argue that of infant mortality was a uniquely American problem. Reese used census data to show 
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that between 1843 and 1853 infant mortality increased by over 8,000 deaths per year in New 
York City. Reese states that this “appalling increase [...] is vastly beyond the proportional 
increase of the population of the city” during this period (6). He goes on to compare these rates 
to infant mortality statistics from European cities, which had been declining. Reese uses this 
statistical evidence to establish the gravity of the infant mortality problem, which he then 
characterizes as a social pathology.  
Infant Mortality as Social Pathology 
Stormer develops the concept of abortion as “pathognomonic” or “a sign of pathology,” 
meaning “a measure of an afflicted society, one that threatens itself by interfering with 
pregnancy because of cultural stresses, limitations, and negative influences.” (4, 7). Stormer 
explains that, “a diagnostic of the contemporary moment is a modality for exerting power” (5). 
Likewise, infant mortality became a “diagnostic” for registering the failure of American society, 
and “a modality” for prescribing Christian virtues as essential to the health and well-being of the 
nation. In particular, medical writers linked the advancement of America as a Christian society 
with rectifying the problem of infant mortality. The piety underlying this orientating framework 
was the conviction that American society should be guided by Christian principles.  
After establishing the severity of the infant mortality problem in the United States, Reese 
asserts that infant mortality could not be the Divine plan, but must result from human disregard 
for natural law. He writes, “we shall find it difficult to believe that the inestimable jewel of life is 
given by the Creator to such myriads of our race, with the design that a large majority of those 
who receive this boon are destined, in the Divine plan, to perish during their fetal or infantile 
existence, and that he has left us without any remedy to avert so terrific a catastrophe” (8). The 
pieties of a benevolent creator and the sense that God has made humankind responsible for our 
 112 
 
own well-being underlie this claim. Reese concludes that the cause of infant mortality is “our 
own public and private disregard or trespass of the laws of health and life” (8). In building this 
claim, Reese links the notion of a Divine plan with statistics on human health and reproduction. 
Rather than seeing this as a medicalized way of interpreting reproduction, I contend that Reese’s 
argument belies a new way of doing public theology—one in which social scientific and medical 
evidence is a legitimate source of Christian knowledge.   
 Further, Reese’s interpretation of the infant mortality problem depended on his 
understanding of America as a Christian nation—as well as the piety that Christian principles 
should guide social customs and politics. Reese’s critique is based on his perception that 
Americans were not adhering to these principles. For example, he claims that America’s moral 
decline can be observed in the institution of marriage: “The object of the institution of marriage, 
viz., the birth and nurture of offspring, the sacredness of the family relation, and all the sanctions 
of virtuous love in the conjugal and parental relation, seem to be ignored in these degenerate 
days, and need to be revived in the public creed and practice” (10). Moral reform is thus central 
to his plan to decrease infant mortality, which involves a strong emphasis on heterosexual, 
procreative marriage. Reese states, “To increase and multiply the race was the original design of 
the Creator in ordaining marriage” (13). He goes on, “And as marriage is a civil contract, [...] it 
is the duty of the State, in every civilized and Christian country, to surround marriage with all the 
sanctions of law, and to protect the unborn fruits of such alliances from premature destruction by 
statutory enactments” (13-14). Thus, while Reese acknowledges the influence of heredity and 
“constitutional” factors in infant well-being, he emphasizes social causes of infant mortality 
rooted in religious disobedience.  
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Physicians and Prophetic Ethos 
In identifying and defining the problem of infant mortality, medical rhetors (like Reese) 
adapted existing linkages and forged new ideological connections with the hope of saving infant 
lives and creating a more prosperous, wholesome society. In this sense, as Burke explains, 
medical scientists became modern “prophets.” Burke states that both science and religion claim 
that “if we change our ways of acting to bring them more into accord with the new meanings 
(rejecting old means and selecting new means as a better solution for the problem as now 
rephrased), we shall bring ourselves and our group nearer to the good life” (P&C 81). Thus, 
prophecy entails “a new orientation, a revised system of meaning, an altered conception as to 
how the world is put together” (P&C 80-81). In this sense, prophets are cultural healers, because 
their interpretations lead to social ‘therapies;’ new ways of interpreting the world spur new 
‘cures’ or ways of responding to problems (P&C 125).32   
In order to be effective, though, a prophet must be recognized and have authority within 
their society. The persuasiveness of prophets depends, in part, on what Linda Walsh calls 
“prophetic ethos.” Walsh states that prophetic ethos is conferred by a polity, “a group of people 
who must work together to stay together,” which authorizes certain figures “to manufacture 
certainty for them” (2). Walsh explains that prophetic ethos originated within religious polities, 
but it has been adapted by other polities that have encountered “a crisis in which right action 
cannot be ascertained via traditional democratic debate” (2). In these situations, Walsh says that 
a polity will call upon prophets “to make decisions about current dilemmas or to uncover truths 
hidden within the past or present” (5). While a polity “expects certain knowledge from those 
prophets, what it gets from them instead is a dialogue that can lead to political certainty” (Walsh 
                                               
32 Ann George discusses Burke’s use of the “cure” metaphor (48). 
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2). Walsh claims that prophetic ethos can be “performed by anyone who can (a) demonstrate 
privileged access to knowledge beyond the public ken and (b) use that demonstration to engage 
the polity in a dialogue about its covenant values” (3). Covenant values, Walsh states, are 
“values that a polity share” (2). I contend that medical practitioners who employed the theo-
moral physiology orientation developed prophetic ethos through their combination of medical 
knowledge and Christian values to become the authority on infant mortality and newborn care. 
 In the antebellum period, many American physicians imagined their work as constituting 
a medical pastorate. Stormer writes, “Anti-Malthusian physicians stressed that a physiological 
memory of God’s Providence had been forgotten and called on one another to live up to a 
pastoral ideal wherein doctors might as medical shepherds guide women to recall their purpose” 
(Sign 22). During this time, medical care for children was under the umbrella of obstetrics. So, 
physicians who attended childbirths were likely to be a family’s acting physician in the weeks 
and months to come. Thus, these physicians took on a role as guardians of women’s and family’s 
physical, moral, and spiritual well-being. 
As medical disciplines became increasingly specialized, the care of children became a 
separate domain. According to Kathleen W. Jones, pediatrics “emerged as a distinct branch of 
the medical profession” in the last decades of the nineteenth century (80). The American 
Pediatric Society, for instance, was founded in 1887. Pediatrics was unique because it focused on 
a type of “organism,” to borrow the language of Abraham Jacobi (the field’s founder), rather 
than organ system or particular pathology. According to Jones, the rise of pediatrics was 
“indicative of a new cultural understanding of childhood” (80). Children were no longer essential 
for the economic viability of families. Jones writes that for urban bourgeoisie families, “an image 
of innocent and malleable youth replaced Calvinist belief in infant depravity” (80). This shift 
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influenced how children were raised, particularly in regards to supervision, the “molding” of 
youths’ character, and segregation of children from adult society (Jones 81). Further, Jones 
claims that the coupling of “sentiment and science” was essential to the development of 
pediatrics as a medical field.  
 Jones also argues that the creation of specialized institutional contexts (e.g., children’s 
hospitals) had a major impact on the development of the field. She writes that, “the social class 
of the infants seen at babies’ hospitals and the specific medical ailments commonly besetting 
them shaped the profession's understanding of childhood illness” (81). Early children’s hospitals, 
located in urban centers, tended to treat children from very poor families or children without 
families, and these young patients were often afflicted by malnutrition, food-borne illnesses, and 
infectious diseases (Jones 82, 93). Jones states, “the background of the charity patients 
discouraged physicians from looking beyond the family for other solutions to the medical 
problems of the very young” (82). Thus, according to Jones, “Infant and children’s hospitals 
were typical of late-nineteenth century medical institutions, combining elements of charity and 
social control” (93n11). In a very material way, physicians were participating in defining social 
problems and determining what therapies (medical interventions as well as social programs) 
were appropriate. 
 Reese touches on all of these issues—medicine’s role in ministering to women and 
families, a sentimental view on childhood, and the creation of institutions for addressing social 
iniquities–in his Report. He regards the death of prematurely born infants as a “waste of life,” 
and he asserts, “young life is wasted for lack of systematic and united efforts to avert this sad 
catastrophe” (11, 18). He urges the creation of lying-in asylums, foundling hospitals, and 
children’s hospitals—for the sake of “the public economy and public safety” (15). In addition to 
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these social services, though, Reese claims, “When we of the medical profession shall have fully 
enlightened the public mind upon the importance of the subject, and set forth the value of 
prevention by removing its causes, and the means adequate to the diminution of the evil, then, 
and not till then, shall we have done our whole duty in relation to the infant mortality, now so 
revolting and so frightfully increasing, in our large cities” (18). Education is promoted as a 
means to reduce the “evil” of infant mortality. In particular, Reese claims that “remedial means” 
should begin by addressing “the physical health and moral habits of the parents, which must be 
regarded as the primary root of evil in a vast proportion of the cases” (14). For example, he 
contends that medicine can serve a preventative role by assessing the health of the individuals 
before marriage. On a whole, Reese portrays physicians as well-suited to teach and guide the 
American polity on covenant values, which he speaks to explicitly when he writes, “The laws of 
health and life are of equal divine authority, and their willful violation as sinful and as certain of 
retribution, as are the laws of the Mosaic code or the golden rule itself” (18). Reese equates 
natural law and scriptural law, elevating physical well-being to the same level as spiritual well-
being. Reese leverages prophetic ethos, advocating for the role of physicians as both family 
advisors and public leaders on infant well-being.  
Prematurity became legible as an issue of medical importance in a moment when 
Protestant reform in the U.S. had already made reproduction an issue of national importance. 
This reform participated in transforming infant mortality from an obscure domestic issue into a 
galvanizing national crisis that Christian clergy, politicians, and medical professionals must 
address. Within the schema of theo-moral physiology, infant mortality was a bellwether of 
American’s disobedience to Christian precepts, and physicians were positioned as the prophetic 
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leaders who would lead the nation in becoming the Promised Land of prosperity and abundance 
(procreative and otherwise).  
Section 4.2: Conceiving the Premature Infant 
In addition to sanctioning orthodox medicine with the prophetic power to define and 
address infant mortality, theo-moral physiology also shaped how physicians conceived of the 
premature infant as a medical figure. In this section, I first explore how Protestant pieties 
undergirded physicians’ explanation of infant mortality and premature birth. Then, I discuss how 
theo-moral physiology influenced physicians’ conceptualization of embodiment and viability. 
Finally, I describe how this orientation informed medical techniques and technologies for caring 
for premature infants.  
Theodicy, Providence, and the Causes of Premature Birth 
 Prior to the nineteenth century, bodily suffering and mortality were often attributed 
Divine purpose, either as punishment or as a tool of spiritual growth. However, such 
explanations raised questions about God’s goodness. For example, in 1806, Benjamin Rush 
acknowledged that the frequent mortality of infants and children had been used in “arguments 
against the wisdom and goodness of the divine government” (310). Rush, however, claimed that 
“those supposed evils, or defects, are blessings in disguise, and a part of a wise and extensive 
system of goodness to the children of men” (310). Thus, this “greater good” framework—forged 
by Rush’s belief that Divine wisdom permeates the material world—enabled him to reconcile 
loss of human life with Divine providence.   
Over the nineteenth century, the underlying piety—belief in a benevolent Creator— 
remained; however, writers questioned the idea that morbid processes were “natural” or Divinely 
willed. For instance, in “An Essay on the Causes of Infant Mortality” (1869), John W. Thrailkill 
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argues that the problem of infant mortality would not exist if people lived in harmony with 
natural law (25). Thrailkill surmises, “if man would accommodate his conduct to these 
conditions of nature—in other words, would live in habitual obedience to the fixed and 
immutable laws of the Creator, he would live in the uninterrupted enjoyment of health from birth 
to old age” (25). Unlike Rush, then, Thrailkill does not allow that loss of human life could be in 
any way part of the Divine plan.  
 In fact, Thrailkill regards such a position as heretical. He asks, “Who will say that the 
constitution of man is, by nature, imperfect? The same will accuse its Author of being a bad 
workman” (25). Thrailkill carries forward the pious belief in a benevolent Creator and the 
perfection of unadulterated nature; however, he has equally strong convictions about the failure 
of American society to live in obedience to God. He goes on, “Every law of nature and every 
object with which we are surrounded were doubtless designed by the Creator to contribute to the 
well-being and happiness of man, and yet what law of nature is not violated and made the source 
of disease and death? It is by the abuse of those things designed by the Creator for our greatest 
happiness that we make ourselves most miserable” (26). Thrailkill links Divine providence with 
nature, and he interprets human suffering as indicative of disobedience. According to Thrailkill, 
it followed that if disobeying nature was a transgression of Divine law, a bodily sin, the Christian 
message could offer guidance and healing for the body as well as the soul.  
By arguing that bodily suffering and death from illness were consequences of 
disobedience to natural law, and not Divine will, medical writers circumvented issues of 
theodicy and emphasized individuals’ responsibility for their spiritual and physical well-being (a 
very Protestant piety). However, prematurely born infants presented a unique challenge. 
Newborns could hardly be capable of spiritual wrongdoing, and American Protestants tended to 
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reject the notion of infant depravity. So, the explanation for premature birth had to be 
externalized and Divine providence materialized into the responsible hands of medical 
practitioners.  
 Thrailkill specifies three causes of infant mortality: heredity, maternal influence, and 
extrinsic factors. He portrays all three of these factors as separate from nature (or God’s original 
design of nature). Thrailkill emphasizes parents’ influence on the constitution and health of their 
children. In particular, he worries about the deleterious effects of “premature marriages,” a 
“disparity of years in the parents,” “parental health at the time of conception,” and the 
“incompatibility of temperament in the parents” (9, 11, 12). Thrailkill links Christian ideas about 
marriage with biological inheritance, and he contends that failure to create good marriages—the 
union of two healthy, able-bodied Christians—is a major cause of infant mortality. Thrailkill 
writes that, “Hereditary causes play a very important part in the production of infant mortality. 
Puny parents, or those weak in vitality, cannot beget vigorous offspring. ‘Like begets like.’” 
(8).33 He asserts that, “the transmission from parent to child of the tendency to the more obvious 
forms of constitutional disease, such as consumption, scrofula, insanity, &c., is universally 
recognized” (9-10). Further on, Thrailkill describes hereditary influences as “seeds of death” 
(10). According to Thrailkill, weak and sickly parents were likely to have weak and sickly 
children, and this effect was exacerbated by improper marriages. Given the significant influence 
of heredity, Thailkill contends that it is the responsibility of potential parents (and their doctors) 
to pursue health and healthy marriage partners. The well-being of the newborn depends upon it.  
Similarly, Taylor claims that the cause of premature birth is related to parents’ social 
location. He claims that “laborious occupations” can cause premature birth as well as, “at the 
                                               
33 While the male partner is regarded as contributing to the child’s makeup, the female influence was regarded as 
generally more significant or influential.  
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opposite end of the social scale, an enervating life, alcoholism, [and] phthisis” (Taylor). The 
health of parents, particularly “constitutional debility” or syphilis, is also offered as a likely 
cause (Taylor). By attributing premature birth to parental wrongdoing or illness, God’s 
benevolence and infants’ innocence is maintained. In place of deliberation on Divine providence, 
writers emphasized individual prudence, imagining the American Christian as someone who 
makes prudent, well-informed choices for the betterment of themselves, their progeny, and the 
nation. Theo-moral physiology, as a burgeoning medical orientation, reified and supported this 
view. 
Embodiment, Viability, and the Sanctity of Life 
In the late nineteenth century, the problem of infant mortality did not spur thinkers to 
grapple with questions about God’s goodness nor did they attempt to justify the problem as part 
of an ineffable Divine plan. Instead, using the orientation of theo-moral physiology, writers 
connected Christian morality to the human body. Stormer states, “divine, natural, and social law” 
were reduced “to three variants of one code” (Articulating 76). He explains, “Well-being was 
consonant with lawful virtue; conversely, lawful virtue translated into good health” (Articulating 
76). In this schema, pious living was regarded as the solder of a healthy physiology. Thus, the 
body became a primary source of religious and moral dictates, and Protestant ethics became 
incarnate in a very literal sense.  
This embodied Protestant ethic operated on two key levels as it relates to women and 
reproduction: heredity and hygiene. In addition to passing on constitutional defects to progeny, 
nineteenth century writers also worried about women’s hygiene and bodily habits during 
pregnancy. Thrailkill argues that mothers negatively influence the health of their unborn children 
through “disobedience to the laws of health” (16). In particular, he laments the practice of “tight 
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lacing,” which he calls the “great lever of the physical degeneracy of the race” (17-18). 
According to Thrailkill, women transgress against Divinely-instituted natural laws through their 
participation in corrupting social customs, and this transgression is linked with biological 
regression. In short, Thrailkill regards women’s fashion as causing degeneration: the literal 
destruction of future generations of Americans. Thus, women could be held accountable for 
pregnancy and infant loss if they did not conform to Christian morality. 
However, the behavior and health of parents could not account for all premature births. 
As with infant mortality, medical writers avoided thorny theological questions about God’s 
goodness and Providence by focusing on the interaction of material factors to explain the 
struggle for life faced by the premature infant. Charles E. Rosenberg explains that in nineteenth 
century American medicine, “the body was seen, metaphorically, as a system of dynamic 
interactions with its environment. Health or disease resulted from a cumulative interaction 
between constitutional endowment and environmental circumstance” (The Therapeutic 
Revolution 5). Beyond health and disease, this metaphor shifted how medical writers conceived 
of life itself, and the persuasiveness of these new arguments about infant physiology depended in 
part on American physicians evolving religious worldview. 
Prior to the nineteenth century, the concept of “quickening” denoted the time when the 
developing fetal body was endowed with a soul, and quickening was linked with perception of 
the first fetal movements. For instance, Kathleen J. Austin explains that Thomas Aquinas 
regarded quickening as “indicative of the completion of conception and ensoulment in a fetus, 
after which time the fetus is of human form and imbued with a rational soul” (49). Aquinas 
argued that the combination of male and female components was not sufficient to bring a new 
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being into the world. He believed that God directly participated in procreation by instilling the 
fetus with an “intellective soul,” enabling it to develop into a full person (Austin 49).   
However, as historian Sara Dubow explains, in the mid-nineteenth century, medical 
leaders began refuting the “assumption that quickening represented the onset of fetal life” and, 
through the study of embryos, claimed that life started at conception (17). This view was 
consistent with the broader belief that God’s creative action was primarily fixed to one 
(primordial) moment, and that providence was expressed through the intelligent study and 
interventions of men acting as God’s agents, particularly in the realms of politics, science, and 
medicine.34 Based on this new understanding, medical leaders—such as Dr. Horatio Robinson 
Storer and Dr. Hugh Lenox Hodge—argued that medical practitioners were obligated to protect 
the unborn, even before fetal movements could be felt. Dubow states, “that obligation resulted 
from the mutually reinforcing power of medical expertise and religious values” (19). She 
explains, “In connecting the corporeal with the spiritual, in emphasizing not just the sanctity of 
an individual’s rights but the sanctity of God's creation, claims about the inviolability of fetal life 
frequently linked biological knowledge with theological authority” (19). This argument was 
central to the campaign to criminalize abortion. Even late-nineteenth century health reformers, 
like hydropathist and Adventist John Harvey Kellogg, quoted in the epigraph, rejected the notion 
of quickening, further illustrating how changing notions of fetal life were linked with shifting 
theological beliefs.   
Although medical writers generally agreed that fetal life began at conception, many 
prematurely born infants were not capable of life outside the womb. Sources concurred that 
infants born before twenty-four weeks could not survive. So, physicians needed a different 
                                               
34 In Chapter Two, I termed this “Medicine is God’s Providence” theodicy. 
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measure to gauge the infant’s capacity for life and to determine the point at which medical 
intervention was warranted, morally and scientifically. Thus, “viability” arose as an alternative to 
quickening. Although this term lacks the theologically explicit connection to ensoulment, I 
contend that it extends the notion that at some threshold in the midst of pregnancy new life 
became endowed with the potentiality for full personhood. Further, writers’ confidence that they 
could identify and define this viability threshold depended on their sense that the world was 
divinely-organized as a rational, coherent system. This fusion of beliefs illustrates another aspect 
of the theo-moral physiology orientation.  
Taylor defines viability as “not merely being alive, but a capability of living.” He states 
that the threshold of viability is determined by gestational age and the size of the newborn. 
However, he cautions readers to take into consideration “the degree of development” and vigor 
the newborn displays (Taylor). Taylor regards the prematurely born infant as “imperfectly” 
developed, which impedes its ability to adapt to its environment. The concept of viability, then, 
is an attempt to capture the premature infant’s capacity to “accommodate” to its surroundings, 
the body’s ability to dynamically interact with its environmental circumstances. The notion that 
life is defined by interactions between the body and its environment informed how physicians 
conceptualized infant “viability,” and this term denoted when the physician was beholden to save 
child. 
Using the metaphor of the body as “a system of dynamic interactions,” physicians 
imagined that the body of the premature infant was constitutionally unable to adjust to its 
environment. For example, Bettmann states, “Life has been defined as adaptation to 
surroundings. And the new being, without special preparation and in the course of a few hours, is 
precipitated into surroundings who needs and conditions of life differ entirely in number and 
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nature from those from which it just emerged. No crisis of life is equal to this of birth.” Bettmann 
configures birth as a crisis of adaptation for all newborns. He describes the infant's body as 
“thrust” and “roused to action.” The most important part of this transition, according to 
Bettmann, is the activation of body systems, and the replacement of pre-birth systems by new 
ones. For example, Bettmann explains, “The placental circulation is to be exchanged for a no less 
complicated pulmonary one. Almost as if by magic the ductus Botalli collapses, a moment later 
the foramen ovale becomes extinct, and the new requirements are met.” The physiologic changes 
precipitated by birth are “magical” in the sense that old things disappear or cease to function 
while new things simultaneously appear and begin to operate. If the newborn “adapts itself to 
new conditions” and survives this initial crisis, it then enters into “the real battle for life” 
(Bettmann).  
However, Bettmann claims that premature infants are not “well armed” for this transition, 
which accounts for their suffering and mortality. He writes, “If the child comes well armed, with 
circulatory, respiratory, and digestive apparatus normally developed, the chances of its survival 
are strong. If it is puny, with shriveled skin, ushered into the world before its time, the chances of 
life are correspondingly small.” Thus, Bettman portrays the premature infant as inadequately 
prepared for the challenge of coming to life. Rotch similarly frames premature infants’ struggle 
as primarily about “accommodating” to extra-uterine conditions. He writes that an infant born at 
twenty-four weeks “breaths feebly, and dies in the course of a few hours, apparently from an 
inability to accommodate itself to conditions for which it is not prepared” (289). The prior 
existence of the newborn—in utero—is presented as a time of preparation, when the child 
develops “systems” and “apparatuses” that will enable it to live outside the womb. A 
prematurely born child is unready to exist in the extra-uterine environment.  
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A premature yet “viable” infant struggled to make essential “adaptations” to its 
surroundings, and it was important for physicians to inspect the infant’s body and understand 
these challenges. For example, Taylor states, “The imperfect development of all the organs, 
necessarily implied by premature birth, contributes in various ways to peculiar morbid 
processes.” His assessment of their physiology emphasizes premature infants’ inability to self-
regulate their temperature and utilize their lungs, which can lead to pneumonia or atelectasis 
(lung collapse). Taylor also asserts that, “The digestive processes are defective,” which can 
“excite enteritis, or from the feeble muscular power of the intestines constipation may exist.” 
Later, he says, “The separation of the umbilical cord takes place much later in unripe children,” 
which he explains may cause a variety of problems (Taylor). Thus, Taylor anticipates the 
“unripe” infant’s “imperfect” development and attends closely to their physiological processes in 
order to gauge the severity of their suffering.  
Theo-moral physiology enabled physicians to conceive of the fetus/newborn as an agent, 
albeit one characterized by frailty. Baker writes, the “conception of the newborn as inherently 
delicate […] required overcoming the persistent eighteenth-century legacy that extolled the 
infant as naturally robust, requiring ‘hardening’ rather than tenderness” (15). The infant is 
characterized as doing the work of accommodating to its environment, and difficulty in this task 
is attributed to physiologic defect. For the premature infant, unreadiness is the primary cause of 
defective adaptation to extra-uterine life. Like quickening, the term “viability” marked a 
threshold of development; however, rather than signifying possession of a soul (which was 
regarded as present from conception), viability denoted when the infant possessed the potential 
for autonomous life. 
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Hygienical Management and Salvific Technology 
Theo-moral physiology not only shaped how physicians perceived the newborn, it also 
engendered how they responded to this unique patient. Protestant beliefs about children, 
health/illness, and medicine’s role in society informed the techniques and technologies 
developed to care for premature infants. According to pediatrician and medical historian Jeffery 
P. Baker, “infant hygiene writers presented scientific knowledge as the unfolding of the Natural 
Law. Infant mortality would be lowered by bringing human life into accordance with the 
principles set by the Creator, discovered by science, and directed by Natural Theology” (17). 
Charles Meigs illustrates this view in Obstetrics: The Science and Art (1849). Meigs surmises, 
“It is true that a multitude of children are brought into the world endowed with such a feebleness 
of constitution, or such a hereditary depravation of it, as to render protracted existence and 
maturity impossible, but the population abstracts would find an immense augmentation were a 
sound discretion to preside of the hygienical management of newly-born children” (616). 
Further, as Meigs portrays, caring for newborns became a stylized interaction between physician 
and infant, a ritual which initiated the newborn into the world. For example, to remove vernix, 
Meigs states, “the whole child should be carefully and thoroughly anointed with a handful of 
lard” (614; emphasis added). “Anointing” the newborn was a cultural ritual, “a sacramental role 
in the liturgy” of birth medicine (Rosenberg 10). Mansfelde also uses this language. He writes, 
“the baby was quickly anointed with the hot olive oil and wrapped in cotton batting and laid in 
the box” (Mansfelde 182). The theological overtones of describing this bath as a kind of 
“anointing” confers spiritual significance to the practice.  
Also, as medical writers turned their gaze and tools to the newborn child they used 
hermeneutics of nature to give persuasive power to medical writer’s claims about appropriate 
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treatments. For example, Melvielle C. Keith (1884) argued that physicians should delay cutting 
the umbilical cord, a practice he claimed was counter to Divine natural law. Keith held that the 
newly born infant’s body needed to be “filled” with its mother’s blood after birth. He directs the 
reader observe the body of a newborn whose umbilical cord is left intact after birth. He says, 
“look at the ears,” “see the redness of the skin,” “feel the little arms grow firmer,” “feel the cord 
carefully” (89). As the physician experiences the newborn’s body through sight and touch, he 
claims they will witness nature’s workings, which will confirm his claim. He then states, “Let us 
thank God and His Blessed Son Jesus Christ that our eyes are opened and we can see. For all 
knowledge comes from God. They are His laws that we follow” (89). For Keith, using the senses 
as means to develop medical precepts is consistent with his religious convictions about God’s 
providence in nature.  
Techniques for caring for newborns also sought to assist the infant in meeting the 
demands of its extra-uterine existence. For example, Taylor suggests, “To stimulate better 
respiration, efforts should often be made to induce fuller inspiratory movements by tickling the 
feet, by careful inhalation of cologne water, weak ammonia, etc.” The majority of techniques 
prescribed to care for premature infants are aimed toward imitating nature, consistent with the 
piety that the natural world belies the divine ideal. Rotch writes, for example, “The premature 
infant should, so far as is possible, be restored to the condition that it has been forced out of, —
namely, a condition of darkness, silence, and warmth” (299). Likewise, Bettmann asserts that, 
“The rules for the care of the infant are simple,” and he describes how the physician should 
swaddle the infant to ensure a constant temperature and provide nutrition. Belief in the coherence 
and simplicity of physiology as well as modeling care techniques on nature were consistent with 
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liberal American Protestants convictions about God’s design of creation and the linking of 
Christian values with health.    
While these techniques supported the premature infant and improved its chance of 
survival, one innovation of the late nineteenth century illustrates clearly how medical techniques 
linked religious values with technology: the incubator. In his article, Bettmann describes the 
history of obstetrics as a series of innovations spurred by compassion and hope (e.g., C-section, 
inductions, asepsis, incubators, scales). He states, “The present activity in searching out new 
remedies (a reaction against the nihilism of forty years ago) has found expression also in the care 
bestowed upon the unfortunate infant born before its time; and no efforts have been spared to 
surround the weakling with all those conditions necessary to bridge it over its first few and 
precarious weeks” (Bettman). In Bettmann’s account, the failure of cesarean section procedures 
to bring women and children safely through birth led to an increase in induced labor. He then 
recounts debates about the legitimacy of inductions and concern that such procedures caused 
maternal mortality. He asserts that the use of asepsis is greatly improving women’s outcomes. In 
each era, Bettman demonstrates that critics of obstetric procedures challenged practitioners to act 
with more compassion and helped spur the invention of more effective treatments. Bettmann 
says, “Turning our attention from the mothers to the children, we find that what aspesis has done 
for the one the various incubators have done for the other.” Thus, Bettmann characterizes 
incubators as the pinnacle of medical innovation to save premature infants, and he describes this 
history as motivated by moral values.  
Differently, Mansfelde argues that imitation of nature has always been essential to caring 
for newborns. He writes, “Nature furnishes examples enough of the necessity of post natae [sic] 
hatching. The warmer nests, instinctively supplied for the new-born young in colder climates, 
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have been imitated by human mothers in the additional dress with which they supply their 
offspring” (180). Mansfelde goes on to say, “these and many other provisions of nature have 
evidently been the prototypes for man to provide his own offspring with the varying contrivances 
for protection from climatic vicissitudes, from a covering of ashes, leaves and skins, to a 
wrapping of cotton-batting, hot water bottles and the conveuse of Hearson-Eustache” (180). 
Having thus established the validity of using incubators to imitate nature in keeping the 
premature infant warm, Mansfelde claims it is the physician’s “duty” to supply proper conditions 
(analogous with nature) via an incubator. As I elaborated in Chapter 2, appeals to nature were 
predicated implicitly on religious appeals—namely, God’s perfect design of nature.   
Further, physicians who reject the incubator are chastised for failing to align their 
medical practice with the natural ideal and spurning their Christian duty. Mansfelde writes, “The 
horrible slaughter of innocents, which goes on incessantly from all manner of causes, would 
certainly receive a great check if babies were, all of them, kept in hatching boxes for months 
after their birth” (182).  He reminds the reader that the premature infant is physiologically 
unready for life outside the womb. He says, “do not forget that the prematurely-born child 
contends with all the odds against the maintenance of an even temperature, without which life is 
impossible. Its tiny organs, inactive and immature, are out of proportion to the surface of its 
body, from which more heat is radiated than food and metabolism can furnish” (Mansfelde 182). 
The viability of the premature infant depends on the assistance it is given accommodating to its 
environment. Mansfelde underscores that the mortality of premature infants is a uniquely 
American problem, stating, “We lose 66 of every 100 prematurely-born children,” while “the 
maternities of St. Petersburg, Leipsic, Paris, and London have reduced the figures to 39 percent!” 
(182). He concludes by making a prophetic call on the audience: “May my effort send you to 
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your several homes with the conviction that ‘six months babies, when born alive,’ shall continue 
to life, if you can help it, even if you yourselves must turn carpenter and make incubators” (182). 
Using theo-moral physiology, Mansfelde characterized physicians as the arbitrator of new life, 
and he endeavors to make his readers feel ‘convicted’ to act on behalf of premature infants by 
using incubators.  
Similarly, Rotch includes in his chapter a table entitled: “Indications for Conserving the 
Viability of Premature Infants” (308). The first point on this table is “There should be a 
receptacle which shall guard the infant from the deleterious influences of extra-uterine life” 
(which he prefers to call a “brooder,” rather than an incubator) (308). Rotch characterizes the 
incubator as a technology for guarding and conserving the premature newborn’s life. He states, 
“From the very moment [the premature infant] enters the world its viability is likely to be 
brought to an end, and every minute is of importance in our endeavors to combat this tendency. 
We should, therefore, be ready to protect it at once from the adverse influences which surround 
it” (301). The environment is characterized as dangerous for the unready newborn, and the 
incubator is presented as a tool to control and make a suitable environment.  
To sum up, theo-moral physiology was an orientation that fused Protestant theology and 
ethics with medical understanding of the body and infant mortality. In particular, medical rhetors 
argued that infant mortality was a consequence of transgression against natural law. At a national 
level, they characterized infant mortality as a social pathology, indicative of American’s failure 
to uphold Christian principles. At the individual level, they looked to the physical body as a 
source of knowledge about God’s providential design, so that they could assuage infant mortality 
and save weak, sickly newborns. By using this specialized knowledge to engage people in a 
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discussion about their core beliefs, physicians were endowed with prophetic ethos to act as 
mediators of Americans physical and spiritual well-being.  
To this point, I have argued that the premature infant was invented through the fusion of 
Protestant Christian rhetoric/values and medicine. However, the status of the premature infant 
was far from secure. In the early years of the twentieth century, the prominence of eugenics 
discourse in the United States threatened to erase the premature infant. Interestingly, the fragility 
of the premature infant as a medical subject—like its invention—was influenced by mainline 
Protestantism. Theo-moral physiology was linked with eugenics discourse and used to argue 
against medical efforts to save premature infants. In next section, I show how religious 
sensibilities fueled this debate.      
Section 4.3: Defending the Premature Infant 
The Protestant reform movement spurred a diversification in religious and medical 
thought during in the antebellum period (particularly 1830s-1860s). During that time, many 
physicians employed explicit theological language throughout their medical treatise, linking 
particular medical theories and techniques with Protestant doctrines, values, or even particular 
sects. However, by the late nineteenth century, American culture had shifted dramatically. The 
crisis of the Civil War transformed the United States on every level. Professionalization had 
taken hold. Evolutionary theory challenged many of the deepest beliefs of American Christians. 
In this context, mainline Protestants aligned themselves with education, rationality, and 
“mainline” medicine, while religious sects, faith healers, and other medical outliers were 
marginalized and chastised for being heretical, irrational, and potentially dangerous to the 
American public. For example, Mary Eddy Baker and her Christian Science movement were 
 132 
 
regularly condemned by both religious and medical leaders as theologically and medically 
unsound.  
The standard narrative of medical history often points to this moment at the end of the 
nineteenth century as a juncture, a turning point when religion and medical science fully and 
finally parted ways. However, I believe such conclusions are premature. It is important to take 
account of the way American Protestantism was itself evolving, particularly the dual emphasis 
on individualism and social systems. How Americans understood the dynamic of individual soul, 
physical body, and collective society was in flux. Theo-moral physiology, as I have explained it, 
was an orientation that linked theological beliefs and moral precepts with the human body. Also, 
ideas about natural law and medicine’s role as the arbitrator of American’s individual and 
collective well-being were essential to the creation of the premature infant. However, the same 
materials and connections could be employed to arrive at an antithetical position. A myopic 
focus on the physical body, separate from “soul” or “spirit” and judged by a pragmatic, 
utilitarian measure, led many physicians to view premature infants as unworthy of medical 
intersession. Protestantism’s influence on biomedicine helps to explain why medical care for 
premature infants stalled during the early twentieth century. In particular, the impact of 
Protestantism on shaping healthcare is illustrated by the rise of degeneration theory/eugenics. In 
this section, I explore how late nineteenth and early twentieth century medical writers grappled 
with religious-ethical-medical challenges in works on the premature infant. 
Eugenics and “the Survival of the Unfittest” 
 According to Gary B. Ferngren, at the turn of the twentieth century, mainstream 
Protestantism was beholden to theological liberalism, particularly in its adoption of biblical 
criticism and evolutionary naturalism, and preoccupied with promoting a progressive social 
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agenda to bring about “the kingdom of God on earth” (181, 182). Eugenics was one of the key 
movement advanced by Protestant liberals. While a full inquiry into the religious antecedents and 
constituents of the eugenics movement is beyond the scope of this chapter, it is important to note 
that nineteenth century degeneration rhetoric was essential. In Eugenics and Protestant Social 
Reform: Hereditary Science and Religion in America, 1860-1940, historical theology scholar 
Dennis Durst explains how “the discourse of degeneration as sin (theology) and degeneration as 
biological regression (science of heredity) became entangled” during the nineteenth century (6). 
In degeneration discourse, ill-health was consonant with vice; conversely sinful, criminal living 
was concomitant with poor health. Mainline, liberal Protestants became major proponents of 
degeneration theory, linking theological doctrines with moralistic assessments as well as racial 
distinctions. This discourse gave rise to the eugenics movement of the early twentieth century.  
Building on this link, Amy Laura Hall, in Conceiving Parenthood: American 
Protestantism and the Spirit of Reproduction, documents how religious leaders “lent legitimacy 
to a trajectory of discriminating reproduction” (220). One key text in this process was George H. 
Napheys’s The Transmission of Life: Counsels on the Nature and Hygiene of the Masculine 
Function, published in 1871 and popular among American “Congregationalists, Lutherans, 
Methodists Episcopalians, and Baptists” (Hall 221). Hall explains that Napheys “interspersed 
newfangled sociology with old-fashioned farming common sense” to argue for carefully, 
scientifically controlled human reproduction (222). According to Hall, Napheys “encourage[d] 
those who were, in a palatable sense, the building blocks of a post-Civil War economy to 
internalize the kind of discriminating criteria that would make for a better crop of future workers 
in an industrialized era” (224). Napheys drew extensively from British theologian Charles 
Kingsley, who had “incorporated evolutionary thought into Christian theology” (229). Using 
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Kingsley’s reformulated natural theology, Napheys publicized a “practical eugenic theology” in 
which marriage was a religious, scientific, and political issue (Hall 229). Hall summarizes, “the 
search for a comely, hygienic, moral mate with whom to have auspicious children became […] 
nothing less than a step toward a more faithful, dutiful, socially responsible existence” (229). 
Thus, Hall illuminates how the synthesis of theology and science created a culture preoccupied 
with risk, control, and responsibility/duty, which provided a moral justification for scientific 
control of reproduction to ‘optimize’ children.  
Hall explains that once this synthesis was set in motion, it was very difficult to resist or 
thwart from within. Hall writes, “The Protestants most accustomed to their role as well-educated 
citizens had the fewest theological resources to resist the message of eugenics. The oldest and 
most unquestionably American of the Protestant churches were the first to jump on the eugenics 
bandwagon” (253; emphasis in original). For example, Hall discusses the views of Methodist 
leader Harry F. Ward. Hall summarizes that for Ward, “the ‘aim’ of proper Christianity is ‘a 
healthy society where all are strong.’ The faithful are thus not only allowed but ‘compelled’ to be 
‘eugenic’” (258). For Ward, elimination of the weak was an essential part of cultivating America 
as a Christian nation. Hall states that mainline, progressive Christian leaders “determined to 
think modern, patriotic, and well-educated ways about the role of the faithful in America”—like 
Ward—“attained their sophistication at the expense of the vulnerable. They leveraged the lives 
of others to establish their own strength” (265). Thus, as Hall demonstrates, in the late nineteenth 
and early twentieth century, there was not a pure secular, scientific medicalization of 
reproduction, but a shift in orientation that resulted from the fusion of Protestant values with 
evolutionary science.35  
                                               
35 For more on this topic, see Rosen.  
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The eugenics movement embodied progressive attitudes about modern religion and 
science. Using the tools of medical science, the American population could be carefully 
cultivated for “optimal” mental and physical well-being, which would lead to less suffering and 
more prosperity. Eugenics rhetoric relied on an ethic of physical and moral purity, and it was 
used to argue against medical interventions for premature infants. Not surprisingly, medical care 
for premature infants stalled during the first two decades of the twentieth century, illustrated by 
the fact that incubators were regarded as passé. Using the schema of theo-moral physiology, 
newborns were characterized as beings with physical potential, but without innate worth, and 
their potential was judged using a pragmatic, utilitarian measure. This way of conceptualizing 
the newborn was iterated in a number of articles published in highly regarded medical journals, 
like The Journal of the American Medical Association and The American Journal of Obstetrics 
and Diseases of Women and Children. 
For example, the author of “Infant Mortality and Natural Selection” (1903) begins by 
outlining the argument that infant mortality serves the greater good. The author states, “The 
implication is that a high death rate during the first months of infancy must in the long run 
benefit the race by weeding out the weaker and less fitted to survive” (728). Greater good 
theodicy and evolutionary discourse are fused together in this argument. The author explains 
that, as a result, “In some quarters fear has been expressed lest to great devotion to the task of 
preserving feeble infants may lead to a deterioration in the physique of future generations” (728). 
Put differently, caring for premature infants was viewed as a detriment to society. Similarly, in 
“Destruction of Weaklings an Impossible Proposition” (1904), the author begins by saying, “A 
little while ago a distinguished educator was reported to have publicly favored destroying the 
weaklings in society” (655). The author admits that “The survival of the unfittest is a perennial 
 136 
 
problem of our civilization” (655). However, they reject the notion that weak, feeble newborns 
should be killed. Nonetheless, the author contends their existence should be altogether avoided. 
The author states, “Our compassion is superficial if it does not impel us to prevent, as far as 
possible, the increase of the number of the helpless” (656). To this end, the author advocates for 
“castration of habitual criminals and the exclusion from the right to marry for those who are 
mentally, morally, and physically unfit” (656). Thus, the contention that “weaklings” should be 
categorically destroyed is portrayed as radical; however, medical writers agreed that special 
consideration and effort should be made to avoid premature birth and assuage the complications 
associated with prematurity.  
Another example comes from Mrs. Max West, who gave an address entitled “The 
Prenatal Problem and the Influence which may Favorably Affect this problem of the Child’s 
Growth” for the Eugenics Section at the Annual Meeting of the American Association for the 
Study and Prevention of Infant Mortality in 1915. West paints a bleak picture of premature 
babies' quality of life. She states, “These puny, ill-conditioned babies crowd our welfare stations 
and hospitals; many of them die in later infancy; many succumb in childhood to some form of 
acute illness [...]; others live to recruit our institutions for sick, crippled, deficient and defective 
children; still others live on dragging out enfeebled existence possibly become finally the 
progenitors of weaklings like themselves” (West). The premature infant is characterized as 
having a miserable physical existence, monopolizing social services and institutions, and 
blighting future generations. This image is contrasted with that of “healthy, well-born children, 
who shall grow to full and normal maturity fit to be the progenitors of a vigorous and virile line” 
(West). Herbert Hoover amplifies this argument in “A Program for American Children.” He 
states, “Every child delinquent in body, education or character, is a charge upon the community 
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as a whole and a menace to the community itself. The children of strong physique, of sound 
education and character, are the army with which we must march to progress” (147). Hoover, a 
Quaker, was President-elect of the American Child Hygiene Association in 1920 and a supporter 
of the eugenics movement, which he viewed as essential to improving the physical, social, and 
spiritual health of the nation.36 The premature infant is presented as a thorn in the side, impeding 
America’s progress as a powerful Christian nation. To make this argument, writers regarded 
worth as determined by the infants’ physical potential to participate in American civil life (and, 
for boys, military service). This schema depended on a soul/body dualism that was inherited 
from Protestant doctrine—although such dualism was not inherent to Christianity.   
Protecting “Prematures” 
 A more integrated conceptualization of soul/body led some medical writers to argue for 
the sanctity and protection of the premature infant’s life.37 To this end, Joseph S. Wall, in “The 
Status of the Child in Obstetric Practice” (1916), critiques the term “viability.” Wall states, “In 
an older and fortunately obsolete interpretation, [viability] was construed as the period before 
which the child theoretically had no moral and material station, and after which its rights were to 
respected pari passu with the conscience possessed by the physician” (256). Thus, Wall 
highlights the theo-moral valence inherited by the term “viability.” Wall laments that this 
conception of viability justified disregard for the newborn and rendered “the interests of the child 
entirely subservient to those of the mother” (255). Wall asserts, “it would be well either to 
relegate the term viability to oblivion, or to fix its occurrence [...] either at the moment of 
                                               
36 For a discussion of Hoover’s religiosity, see Gary Scott Smith. 
 
37 The role of Christianity in the history of human rights is complicated and controversial. For discussion of this 




fecundation of the female ovum, or at a point 280 days from that time, coincident with the 
termination of the second stage of labor” (256). In other words, he argues a new human should 
be medically and morally considered “viable” at conception or at full-term birth—rather than at 
some murky point in between. Wall contends that, “such a conception of viability, especially the 
latter, would render unto the world a lessened number of prematures,” because physicians would 
feel morally obligated to ensure the survival of the newborn (256). Wall conceives of the 
newborn’s moral worth as innate and not dependent on the infant’s body. Further, Wall 
celebrates that advancements in medical science have enabled “an acknowledgement of infantile 
rights,” though he contends “there is still room for improvement in judging the rights of the 
unborn child, and certainly enormous opportunities for advancement in the consideration and 
attention bestowed on the little individual after birth” (255, 256). Wall’s defense of the 
premature infant links the sanctity of life with human rights and advances in obstetric/pediatric 
science.  
Because mainline Protestants largely supported eugenics, it is significant that the leading 
defender of the premature infant belonged to the Jewish tradition. Dr. Julius H. Hess, a 
prominent member of Jewish community in Chicago, advanced the most robust and influential 
medical defense of the premature infant in the early decades of the twentieth century. Hess 
published the first textbook on prematurity in 1922, entitled Premature and Congenitally 
Diseased Infants, and with the support of a Jewish philanthropic community he opened the first 
ward for premature infants.  
 An extended analysis of how the Jewish tradition influenced Hess’s defense of the 
premature infant is a task for future researchers. However, it is worth noting that one key 
rhetorical maneuver Hess makes is to distinguish “prematures” from “weaklings.” Premature 
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babies, he states, suffer from functional disorders—not anatomical defects; he defines 
“weaklings” as congenitally disabled infants born at term (2). This distinction renders premature 
infants as worthy of saving. Also, he dedicates a whole chapter to discussing the premature 
infant’s “Prognosis.” In reading this chapter, it is clear that physicians (especially neonatal) are 
in the business of predicting the future course of events based on present observations—in other 
words, prophecy.  
 My aim in this section has been to show that although, as an orientation, theo-moral 
physiology enabled the invention of the premature infant, this schema did not inevitably or 
intransigently position physicians as the champions of vulnerable premature infants. Protestant 
pieties, which undergirded physicians’ perception of infant mortality, could ascribe value to the 
premature infant—making medical intersession a pious resort. However, this orientation could 
also account for the diminished social and spiritual worth ascribed to infants regarded as “unfit.” 
Finally, while it is important to attend to the ways Protestant doctrines were codified into 
medical discourse and practices, this section also gestures to the decline of Protestant hegemony 
and the influence of other religious traditions in American medicine.  
Conclusion 
During the antebellum period, new statistical insights about infant birth and morality 
rates sparked anxiety and generated the crusade against infant mortality. In addition to social 
reform projects that addressed the spiritual-moral “roots” of infant mortality and premature 
birth—namely, parent’s disobedience to natural law—physicians studied the infant’s body and 
theorized its fragile viability as resulting from physiologic unreadiness for the extra-uterine 
environment. To care for the infant, physicians patterned their techniques and technologies on 
nature, and they urged one another to act out of compassion and duty to perform their sacred role 
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in attending new life into the world. However, at the turn of the century, the eugenics project, 
supported by Protestant doctrines and endorsed by liberal Protestant leaders, legitimized culling 
the national citizenry and thwarted efforts to save premature infants. Spirit/body dualism was 
essential to justifying medical disregard for weak, feeble newborns.     
In tracing the development of this orientation, this chapter further illuminates the role of 
religious rhetoric in medicine. This is important because, as Timothy E. W. Gloege suggests, to 
ignore religion in the development of biomedicine is to miss the structural advantage of mainline 
Protestant Christian professionals (187). In his project, Gloege shows how medical leaders in the 
latter part of the nineteenth century participated in the creation of “public” Protestant orthodoxy, 
which was a broad project to “unite elite Protestants across denominations” around a common 
morality and notion of social order (190). He claims that the decline of faith healing as an 
appropriate approach to healing and the rise of scientific medicine was related to this movement. 
Over time, faith healing came to be viewed as a radical practice, and Christians who practiced 
respectable, moderate spirituality employed and endorsed orthodox physicians. Gloege 
concludes that, “by adopting the moral and religious rhetoric of middle-class Protestantism, 
medical professionals accomplished what they could not do through scientific advances and legal 
coercion alone,” namely, establish themselves as “social caretakers vested with the authority to 
superintend the body” (213). Extending Gloege’s claim, in this chapter, I have attempted to 
document the synthesis of medical and Protestant rhetorics in the conception of and response to 
premature infants via an orientation grounded in theo-moral physiology.   
Theo-moral physiology reflects the fusing of theological, moral, and biological premises. 
Reproduction is linked to divine providence; health is linked to spiritual obedience to 
God/natural law; illness or disordered biological processes are linked with moral depravity and 
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disobedience to God/natural law. It is within this schema that infant mortality was imagined as a 
social pathology—the consequence of social sin—and medicine is portrayed as the 
right/righteous intervention. Put differently, medical practice and education was positioned in a 
salvific role, teaching people to obey Divine precepts and healing the consequences of their 
bodily sins. Key pieties underlying this orientating framework included belief in a benevolent 
Creator, regard for natural law as a superior source of guidelines for human behavior, and the 
conviction that American society should be guided by Christian principles. The telos of theo-
moral physiology was the elimination of suffering and perfection of society/civilization, which 
dovetailed with the American ideology of manifest destiny. Finally, the development of this 
orientation constitutes a kind of sacralization, because medical writers were working to reconcile 














CHAPTER 5 – THE ENIGMA OF ORIGINS 
Introduction 
The history of medicine in the United States is a complicated story of exploration and 
exploitation, charity and violence. As medicine became institutionalized, it became a system of 
order and regulation. The epistemology and practices of medicine began to exert increasing 
normative power. Pamela Klassen, drawing on Foucault, reminds us that “biomedicine is a 
therapy born not only from scientific interventions into the body, but also from the political, 
religious, and economic disciplines of the embodied self that help to define what is considered 
pathological” (xvi). Thus, medicine took on this role, not against or in antithesis to religion, but 
by extending particular religious notions of authority, epistemology, morality, and progress. 
 In this dissertation, I have shown that religious sensibilities motivated responses to 
human suffering in nineteenth century midwifery/obstetrics.  The category of “natural” birth 
presumed that the female body had been designed for reproduction; yet, women frequently 
agonized and too often died in childbirth. To explain parturient pain and difficulty, medical 
writers engaged with scriptural sources, perceived the laws of nature through an ethnocentric 
appraisal of “primitive” women, and described the degenerate forces of civilization. These 
interpretive practices, or hermeneutics, were key for early nineteenth century medical writers 
making sense of American women’s suffering. 
During the mid-century, religious terms—particularly from evidential Christianity, 
Protestant reform, and Christian Perfectionism, percolated into medical rhetoric about birth. 
These terms shaped how medical practitioners understood “nature,” perceived the female body, 
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and conceived the role of medicine. Tracing the influence of Protestant terministic screens in 
medical discourse challenges the claim that medicine usurped religion to become the arbitrator of 
social values and norms in the nineteenth century. Instead, mapping the development of 
childbirth medicine alongside shifting religious views reveals that the development of American 
medical “orthodoxy” was an extension of American religious orthodoxy. In particular, this 
dissertation shows how the alliance between allopathic medicine and mainline Protestantism 
gave rise to a new medical orientation, theo-moral physiology, which was essential to the 
invention of the premature infant.  
Opportunities for Future Research 
My aim in this dissertation has been, narrowly, to uncover the religious hermeneutics, 
terms, and schema that were essential to the development of American birth medicine from 1800 
to 1920. As such, I have emphasized alliances rather than disagreements, continuity rather than 
discord. I have focused on the synergy that stabilized and emboldened allopathic medicine by 
aligning its epistemology and practices with mainline Protestantism. However, the critical 
rhetorical tools advanced in this dissertation for thinking about the interplay of religion and 
medicine—hermeneutics, terministic screens, and orientations—might be productively applied to 
other cases.  
Much remains to be said about the people and practices and ways of knowing that were 
marginalized in the process of developing “orthodox” medicine. For example, rhetoricians might 
investigate more fully how the hermeneutics of nature contributed to the denial of Black 
women’s parturient pain and lack of reproductive agency. In addition to the myth of painless 
birth, which I discussed in Chapter 2, Black women were also imagined as possessing innate 
hyperfertility. Dorothy Roberts explains that this “view of unrestrained Black childbearing is 
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commonly held and bolsters efforts to impose family-planning regimes on Black communities. 
Lacking the inclination to control their own fertility, it is thought, Black women require 
government regulation” (12). Rhetoricians might contribute to this discussion by uncovering how 
White Protestant physicians’ approach to “reading” the Black woman’s birthing body was 
influenced by their religious convictions (such as the Great Chain of Being). Religion, I believe, 
is implicated in the rise of scientific racism as part of the rhetorical ecology in which certain 
complications and anxieties about maternal mortality could be voiced and addressed while others 
were silenced and ignored. 
Additionally, analysis of terministic screens might be fruitfully applied to study twentieth 
and twenty-first century notions of “natural birth” and “natural” parenting. I have shown how 
revivalist, reform-minded denominations transformed the idea of parturient pain and made it 
acceptable to medicate that pain. This “liberal” step contributed to the later schism between 
orthodox birth medicine and (eventual) “fundamentalist” Christian denominations over 
reproductive decision-making. Helen Wessel’s 1963 book, Natural Childbirth and the Christian 
Family, would make for an interesting case study of how these terms were later adopted and 
adapted. Among conservative Christians today, the idea that women are cursed—a la Eve—to 
suffer in childbirth is still quite influential. Take for example the 2014 opinion piece “Cursed by 
Natural Childbirth” published in Christianity Today. Sarah Scherf (the article author) explains 
her reproductive decisions using explicitly religious terms—although she acquiesces, ultimately, 
to medical management of her birth experience. Uncovering the theological premises of rhetors’ 
key terms—including those of fundamentalist Christians and biomedical adherents—could shed 
light on these tensions. 
 145 
 
Relatedly, I admit that contemporary biomedicine is often not hospitable to religious 
ways of thinking. Over the twentieth century, non-Christian as well as non-mainline Protestant 
perspectives (e.g., Pentecostalism) have experienced tension with institutional biomedicine, 
especially around birth. However, I contend that religious individuals and organizations 
(particularly non-Protestant) have been significant transformational forces that have shaped 
biomedicine. There is much work to be done to account for the ways American medicine has 
been critiqued and reformed by thinkers from Catholicism, Judaism, Islam, Buddhism, and 
Hinduism as well as the Chinese and Japanese traditions. For example, rhetoric scholars might 
explore how Catholic doctrines informed critiques of early twentieth century eugenics discourse, 
such as in the work of Dr. Lawrence F. Flick. Alternatively, scholars might investigate the 
rhetorical power and effect of non-Christian beliefs in the context of premature birth. Scholar of 
nursing and midwifery Victoria J. Kain demonstrates the potential of such work by “observ[ing] 
the baby who is born dying from the Buddhist perspective of karma” (1754). Further, such 
dynamics can be fruitfully studied in narrative accounts. For example, while Christian images 
and terms factor prominently in Fei’s memoir (discussed in the introduction), she also 
incorporates concepts from other traditions, such as Hindu fertility rituals and Chinese 
mythology.  
Rethinking Medicalization 
Additionally, in the introduction, I put forward the provocation that RHM scholars should 
pause to consider what is at stake in the medicalization thesis and how this lens might obscure 
(or produce a trained incapacity about) the ecological complexity of medical discourse. I believe 
scholars who write about the history of medicine (especially as it evolved in the nineteenth and 
twentieth century) have largely overlooked or downplayed religion because they hold a narrow 
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conception of religion. I think many scholars rely on pre-nineteenth century religious traditions, 
communities, beliefs, and practices as the ‘measuring stick’ for expressions of religion, which 
leads them to omit liberal Protestantism. Klassen explains that the secularization argument “is 
itself often grounded—if tacitly—in a commitment to a particular vision of what counts as 
‘authentic’ Christianity or tradition, by which liberal Protestants fall short” (xviii). Devoted to 
the secularization narrative, scholars mis-read religion in the history of medicine because they 
fail to account for the way religion changed in the nineteenth century.  
For example, scholars who use an anachronistic notion of religion to guide their analysis 
might expect religious-medical alliances to look like faith healing. However, Klassesn argues 
that for early twentieth century liberal Protestants “to embrace divine healing was to abandon 
science as well as to ‘hinder the Church’s work’ in healing the structural pathologies of modern 
society, not simply the diseases found in individual bodies. Miraculous healing would distract 
Christians from the pressing needs of others in their society and would foster enthusiasm that 
would lead to disappointment, if not dissipation, when promised healings did not materialize” 
(90). In other words, liberal Protestants were religiously inclined to pursue biomedical healing. 
Likewise, Tiffany DeRewal calls the secularization narrative a “strategic fabrication” (394). She 
claims that, “treating Protestant rhetoric as a relic with decreasing cultural influence diminishes 
the way medicine could reinforce a political Protestant consensus” (396). Thus, scholars often 
reify the idea of secularization, rather than critiquing it as a persuasive rhetorical topos. The 
process by which liberal, mainline Protestantism became naturalized as the American worldview 
through the rhetoric of secularity warrants rhetorical investigation as a highly effective rhetorical 
strategy.38  
                                               
38 Lori Branch’s “Coda: Secular Subjects” makes a compelling argument about the significance of the secular stance 
in academic discourse.  
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In many cases, I believe that what scholars call “medicalization” may actually be the 
normalization of Protestant religious beliefs in medicine. Medicalization is a teleological 
argument that claims we have moved from childbirth as a religious, social, and women-centered 
experience to childbirth as a secular, individualistic, and physician-centered experience. By 
promoting the idea that these two systems of thought are fundamentally at odds, I contend that 
scholars run the risk of ignoring the overlapping ideas, complexities, and contradictions within 
childbirth medicine. For example, I think this teleology contributes to the neglect or 
misrecognition of physicians who never broke with Christianity. Further, while modern 
allopathic obstetrics was largely supported by the liberal protestants who employed the topos of 
secularism in the late nineteenth and early twentieth century, these alliances were mixed and 
proponents did not speak in one voice. So, the ultimate form of medicine that stabilized in the 
twentieth century—biomedicine—is an amalgamation of religious commitments. This 
“impurity” makes biomedicine relatively unpalatable for many contemporary religious 
communities, even those who were part of its historical development.  
Taking a critical perspective on the narratives of secularization and medicalization is 
important for developing an intersectional approach to rhetorical histories of medicine. 
Rethinking the relationship between Protestantism and biomedicine can contribute to the broader 
project of critical whiteness, which endeavors to reveal white cultural norms that have been 
naturalized. Ruth Frankenberg defines whiteness as a “set of linked dimensions. First, whiteness 
is a location of structural advantage, of race privilege. Second, it is a ‘standpoint,’ a place from 
which white people look at ourselves, at others, and at society. Third, ‘whiteness’ refers to a set 
of cultural practices that are usually unmarked and unnamed” (1-2). Protestantism, whiteness, 
and allopathic medicine were bound up together in the nineteenth century. Revealing how 
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religion, race, and medicine were co-constructed can help to unmask the inherent racial bias of 
medicine as produced through a fusion of deeply held theological commitments and scientific 
epistemologies.  
Protestant Secularism and Sacralization 
I want to suggest two terms that might help rhetoricians attend to the complexity of this 
history: Protestant secularism and sacralization. First, the concept of “Protestant secularism” can 
attune rhetoricians to instances when religious rhetoric and values masquerade as secular. Janet 
R. Jakobsen and Ann Pellegrini, in Love the Sin: Sexual Regulation and the Limits of Religious 
Tolerance, write that in the “case of the United States, the dominant framework for morality is 
not simply ‘religious’ or even ‘Christian,’ but is specifically Protestant. […] the unstated 
religious assumptions of U.S. secularism are specifically Protestant” (22; emphasis in original). 
They emphasize that there is “historical amnesia” regarding the process by which Protestantism 
was transformed into the “secular” American morality (22). Taking up this term might help 
RHM scholars perceive this process in the history of medicine. 
For instance, Klassen clarifies some of the ways that liberal Protestants acted as “cultural 
brokers” in the early twentieth century, leading the development of medical education and 
hospital programs (16). She describes this era as “a time of enchantment with medicalization” for 
liberal Protestants, and she explains that “only later in the century [did medicalization] became a 
critical approach to the hegemony of a scientific, biomedical model of the body that gave little 
space to the soul” and other spiritual beliefs (16). Klassen challenges scholars to reconsider the 
conception of “secularized health care” by noticing moments of “Protestant saturation” in 
medical history and the “sacralization” of medicine (16-17). 
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Building on Klassen, I believe “sacralization” is an important process in medicine that 
warrants more rhetorical appraisal. Francesca Eva Sara Montemaggi describes sacralization as 
the process by which “individuals and groups construct religious tradition […] interpreting it and 
granting legitimacy to its norms and practices from below. Religious tradition is thus constantly 
being reinterpreted and constructed not only by religious authorities, but also by individuals and 
groups” (292). In particular, Montemaggi uses the “term sacralization to identify the attribution 
of value that shapes a shared identity by codifying common values, customs, beliefs, myths and 
rituals” (293). Borrowing this concept, I think it would be useful for RHM scholars to consider 
how medical rhetors attribute value and shape their discourse community by “codifying common 
values, customs, beliefs, myths and rituals” in ways that incorporate existing religious elements 
and invent new sacred terms, objects, and rituals.39 
Anthropologist Sjaak Van Der Geest reflects on this topic in his essay “‘Sacraments’ in 
the Hospital: Exploring the Magic and Religion of Recovery.” Geest claims that magic and 
religion are still present in biomedicine in the sense that humans continue to seek “ultimate 
explanations” and use symbols to attempt “to control forces in nature” (138, 139). To illustrate, 
Geest discusses the “ritualisation of optimism,” the role of doctors as “the new ‘priests,’” and 
rituals of sterility (138, 139). He concludes, “Doctors and nurses do not intend to perform 
religion. Their words and interventions are expressly secular, but they cannot prevent them from 
assuming religious proportions in the sense that they represent what is believed to be closest to 
ultimate truth” (145). In regards to birth and premature infants, RHM scholars could investigate 
the “magical” dimensions of neonatal units, the construction of “medical miracles,” and the 
formation of “ultimate truth” about too-soon, precarious newborns.  
                                               




Rhetoric of Religion 
This dissertation also invites rhetoricians who specialize in rhetoric of religion into the 
RHM conversation. Secular expectations have truncated scholars’ ability to perceive the 
workings of spiritual belief and devotion. Burke contends, “this notion of piety as a response 
which extends through all the texture of our lives […] has been concealed from us because we 
think we are so thoroughly without religion and think that the ‘pious process’ is confined to the 
sphere of churchliness” (P&C 75). I concur with Burke, and I believe that scholars of religion 
might help RHM attend to the affective, spiritual aspects of embodiment, health/illness, and 
medical encounters. 
Related to reproduction, I think rhetoric scholars could offer important insights into the 
symbolic processes and resources for dealing with loss. Historian Janet Golden and public health 
scholar Emily K. Abel have investigated the role of religious faith for families dealing with the 
death of a child in the mid-twentieth century. They highlight how parents sought understanding 
through prayer, were comforted by their belief in an afterlife, and were consoled by their church 
community. Differently, sociologist Wendy Cadge and neonatologist Elizabeth A. Catlin have 
written about the importance of religion and spirituality for healthcare providers in the NICU, 
particularly as they work to understand “the ultimate meaning of life suffering and death” (248). 
Cadge and Catlin describe how providers grapple with the “failure” of medicine and the seeming 
senselessness of children’s suffering/death by “pointing to cosmic or otherworldly” purposes or 
the active working of a higher power (255). Building on this type of scholarship, rhetoricians can 
illuminate the relationship between the embodied experiences of hope and despair (as well as 
grief and healing), spiritual/religious beliefs, and the symbolic actions people take as they name 
and characterize their experiences.  
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Further, I believe modern conceptions of religion (i.e., as the antithesis of the secular) 
contribute to the misapprehension of piety and religion. If scholars use an eighteenth-century 
idea of religion to judge the nineteenth and twentieth century, they will miss how belief and 
ritual and piety have been transformed. By attending to American liberal Protestantism as “a 
historically specific organization of power, discourse, subjects, and emotions,” scholars will be 
better able to account for its “pervasive and consequential influence” (Haynes xvii). Rhetoricians 
of religion can help identify these influences and enrich RHM histories. Theological beliefs exist 
in relation to the realities of concrete, real social exigences/situations—and religion scholars can 
help tease out these connections.  
Finally, although American medicine cut its teeth in a context defined by Protestantism, 
pluralism, and democracy, biomedicine is not a democratic institution. After the civil war, 
medicine—unlike American politics—did not move to establish pluralism within its institutional 
structures. Instead, it moved away from the perpetual crisis of authority that is bound up with 
democracy by grounding authority in scientific epistemology and professionalization. Today, we 
do not think of biomedicine as one “sect” or “denomination” among many. Religious institutions 
have, however, negotiated terms of co-existence and structural pluralism.40 Thus, I wonder if 
religious rhetoric scholars might have something to offer RHM in regards to creating and 
sustaining pluralism. For instance, scholars could investigate how contemporary notions of 
“cultural humility,” ecumenicalism, and interfaith/interreligious dialogue are influencing the 
biomedical orientation.  
                                               
40 In thinking broadly about this topic, The World Association for Christian Communication (WACC) would make 
for an interesting case study. Several articles in their journal, Media Development, discuss the nature and challenges 
of ecumenical dialogue and institutions. 
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RHM and the Medical/Health Humanities 
While my project is rooted in rhetoric, it also contributes to the field of the medical/health 
humanities. The medical humanities refers to the multidisciplinary project of improving the 
practice of healthcare by helping current and future physicians develop complex understandings 
of illness, suffering, and personhood (Johanna Shapiro et al., 2009). Expanding beyond the realm 
of medical education and practice, the health humanities are inclusive of other healthcare 
professionals, patients’ health experiences and activities, and alternative healthcare frameworks. 
The health humanities conceptualize health as a dynamic interplay of techno-scientific 
knowledge (episteme), embodied knowledge and practices (techne), and wisdom (pronesis). 
Much RHM scholarship falls under the conceptual umbrella of the medical/health humanities.41  
My rhetorical history contributes to the medical/health humanities by revealing how 
religious discourse permeated the development of American birth medicine. In particular, I have 
demonstrated the power and persistence of Protestant rhetoric in shaping how American medical 
rhetors understood the female body, childbirth pain, and precarious newborns. In doing so, my 
project highlights the religious (liberal Protestant) symbolic materials that have been inherited to 
modern medicine, which continue to influence medical decision-making and people’s 
imaginative repertoire.   
I believe that understanding the importance of religious values in the history of medicine 
can help scholars better account for the implicit worldview of “orthodox” medicine. However, 
conducting this type of rhetorical history project does more than scrutinize scholarly assumptions 
or revise medical history narratives. I also hope that, by clarifying the importance of religion in 
healthcare, I contribute to making the medical system more hospitable and responsible to its 
                                               
41 There is a lot of debate about how RHM can contribute more directly and effectively to the Medical/Health 
Humanities. See Scott et al. (2013) for a discussion of this issue.  
 153 
 
diverse patient population. In particular, naming the Christian antecedents of biomedical ideas 
about birth and identifying the role of Protestant secularism in shaping reproductive medicine 
challenges the assumption that medicine is “secular” and, therefore, neutral and universal. This 
demystification of modern medicine is important if we are to create space for different beliefs 
and values.  
Further, I believe rhetoric scholars (even those who do historical projects) have much to 
contribute to modern medical debates and public health challenges, because rhetoric is essential 
to the making and un-making of bodies, healing practices, and origin stories. In this dissertation, 
I have shown how evolving ideas about providence, human agency, and childbirth enabled 
physicians to conceived of maternal/infant mortality and childbirth pain as the consequence of 
human action and open to medical intercession. Steven Mailloux explains that “individuals 
recogniz[ing] that their common interests are affected by consequences of human action” is 
essential to the creation of “publics” (73). However, as “orthodox” obstetric medicine 
professionalized, it excluded laity from debates and presented ‘expert’ homogeneity. 
Interestingly, nineteenth century reform movements that emphasized individualism and 
democracy (e.g., the Unitarian controversy and the health reform movements) consistently ran 
into a paradox: they argued for the radical accessibility of knowledge while simultaneously 
contributing to the trend toward privatization. On one hand, reform-minded medical writers 
affirmed that the individual was an important source of knowledge; however, on the other hand, 
they mediated higher knowledge through texts, education, and professional associations.  
Studying how medical leaders wrestled with the virtues of “publics” and privacy has 
important implications for contemporary public health. Gunderson and Cochrane argue that there 
is a current global crisis in public health, which they claim stems from a collapse of the public as 
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a site of common good (10). They explain that, in many ways, the contemporary global public is 
“simply the aggregate of individuals, whose competing interests must be refereed through 
contractual arrangements” (Gunderson and Cochrane 11). Gunderson and Cochrane explore 
“what religion might have to do with the informed hopes, capacities for common imagination, 
and the will needed to implement the best social choices for all” (15). Rhetoricians, working 
across religion and medicine, would have important insights to offer as to the art of moving 
individuals and fostering collective identifications.  
In particular, by thinking about religion and public health, jointly, RHM scholars may be 
able to offer new insights into contemporary medical ethics about the status of newborns and our 
moral obligation to premature infants. For instance, in Too Expensive to Treat?, ethicist Charles 
C. Camosy uses the “resources of Catholic social teaching to openly confront the sinful social 
structures present in the culture of overtreatment in the NICU—and the uncomfortable 
conclusions that may follow from addressing them” (165). Camosy argues that infants’ 
personhood/moral status is inherent, drawing in the doctrines of Imago Dei (“the image of God”) 
and triune (the trinity) (110). He states, “it is not only an empirical fact that human persons are 
fundamentally and intrinsically social, but this is backed up theologically by the triune, relational 
image of God that exists in each person.” (114). Camosy claims that, “this sociality is so 
fundamental that one cannot speak of the ‘dignity’ or ‘best interest’ or ‘quality of life’ of a 
human person except with reference to some kinds of social considerations” (114). In particular, 
he contends that we have a “social duty” to “limit the use of our financial and other resources 
such that it is proportionate with the common good” (114-115). Camosy argues that NICU 
interventions should be circumscribed by considerations of costs and outcomes, and he urges for 
the expansion of Medicaid coverage to ensure all women have access to high quality prenatal 
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care, thereby decreasing premature birth rates (202). Using a Catholic framework, Camosy 
subordinates the individual to the common good, challenging contemporary notions of consumer 
healthcare. Taking Camosy as a case study, rhetoricians could investigate how religious 
doctrines that emphasize the common good (re)shape medical values and practice, the 
affordances and limitations of such perspectives, as well as the appeal and efficacy of arguments.  
Memoirs and Miracle Children  
 
Finally, autoethnographic texts, such as Fei’s Girl in Glass, provide an opportunity to 
study how families make sense of premature birth, the NICU, and related debates. Fei takes issue 
with the economic emphasis of Camosy’s argument, specifically (305). She draws on other 
economic studies to argue that “investing in the care of premature babies is extremely cost-
effective because the large majority grow up to become healthy, productive members of society” 
(306). However, she worries that such arguments fail to capture the full value of individuals like 
her daughter. For instance, Fei considers how the label “miracle child” implies that Mila “was a 
long shot. A huge gamble that, by any laws of probability, shouldn’t have paid off” (287). Fei 
critiques arguments that discuss NICU medicine as though it is akin to playing the stock market.  
Throughout the memoir, Fei depicts her daughter as a person of consequence—as 
someone who experiences the world meaningfully and as someone belongs to and will someday 
interact with the social world. In constructing her narrative, Fei is often self-conscious about her 
use of religious tropes and images, admitting her lack of belief. Yet she cannot avoid religious 
questions and language. Fei worries that her family has been “the extravagantly lucky recipients 
of something nature did not intend us to keep” and that Mila’s “doctors and nurses must have 
played God in order to save her life” (287). Yet, ultimately, Fei asserts, “Of course she is a 
miracle” (286). She states, “Of course every minute of heartbreak and fear was worth it. Every 
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call from the NICU, every drop of milk I wrung from my body, every long, dark night that she 
fought for her life inside her isolate. Every heroic intervention from the doctors and nurses, every 
painstaking procedure, every high-tech machine, every delicate instrument” (286). For Fei, 
whose daughter matures into a healthy child, every cost and hardship are judged worthwhile. 
And she characterizes NICU medicine as participating in this holy process; Mila’s birth story 
reflects Fei’s belief that her life is part of a grander narrative. The stories we tell about our 
origins belie our fundamental beliefs and values—and ideas about nature, providence, and the 
role of medicine in mediating ultimate truths remain essential for those trying to make sense of 
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